








Jessop, 
ond. 


kipt on; 
London 


"Pon; 


ster; 
eH. K. 


. Messrs. 
Hasgow ; 
elmont ; 
nd Co., 
chester ; 
Ceswick ; 
oration, 
nchester 
tary of; 
ester. 
1; North 
r, Stoke- 
N. 
ond. 
Asylum, 
n Royal 


dermere ; 
h; Royal 
etary of; 
Asniéres; 
al, Folke- 
. C. Russ, 
lonel W. 
rcastle-on- 
ers, Fare- 


Ipswich; 
Publicité, 
rdropathic 
stary ol; 


Billericay; 
al Hospital, 


Margate; 
» and Co. 
ason, Hert- 
aner, Lian- 
ad Somerset 














ossley ; Dr. 
Melbourne; 
Sons, Lond.; 
ff, Manager 
ley, Lond. 
aption Sana 
cretary of; 
y, Secretary 
cation Com: 


of; Messrs 
Co., Lond; 
, Crosshills; 


nd.; DF 
a Bristol; 
West, Lond. 
Manchester; 
, Lond.; Mr. 
lker, Lond. 
, Lond.; Dr 
Manchester‘ 
ingford. 
g and 





THE LANCET, May 1, 1915. 








An Address 


WOUND INFECTIONS 
AND ON 
SOME NEW METHODS FOR THE STUDY OF 
THE VARIOUS FACTORS WHICH COME INTO 
CONSIDERATION IN THEIR TREATMENT. 


Delivered before the Royal Society of Medicine on March 80th, 


By COLONEL SIR A. E. WRIGHT, M.D., 
F.R.S., 
A CONSULTING PHYSICIAN TO THE EXPEDITIONARY FORCE. 
(From the Research Laboratory attached to No. 13 General 
Hospital, Boulogne-sur- Mer.) 


(Concluded from p. 847.) 





TREATMENT BY VACCINE-THERAPY. 


I EMPHASISED at the outset of this discourse that 
Treatment by Vaccine-therapy could take rank only 
as ancillary to Treatment by Physiological Methods. 
In treatment by physiological methods we take the 
antibacterial agencies of the patient just as they 
are, and do our best to bring them into more effec- 
tive application on the infective microbes. In 
vaccine-therapy we seek to reinforce those agencies. 
We endeavour to increase the bacteriotropic power 
of the blood, and to modify the chemotropic sensi- 
bility of the leucocytes. And, now that we have 
come to appreciate its importance, we should seek 
to increase also the antitryptic power of the blood 
fluids. 

Let us try to see how the case for vaccines and 
vaccine-therapy stands, keeping always before us 
the great practical issue as to how much clinical 
benefit can in the particular case be secured for the 
patient, and arranging for the purposes of our 
survey the multifold applications of vaccines under 
six subheadings. 

1. Prophylactic employment of vaccines.—This is 
not only from the theoretical point of view the best 
of all methods of employing vaccines, but it is also 
the method which gives in practice the maximum 
of advantage. We have only to look to the results 
obtained by prophylactic vaccination against small- 
pox, cholera, plague, and typhoid fever. 

2. Employment of vaccines in the treatment of 
localised bacterial inroads.—Next to prophylactic 
inoculations, this gives the best results. And the 
results, in the respect that they are almost imme- 
diately manifest to the eye, are even more dramatic 
than those of any preventive inoculation. Perhaps 
the most rapid and convincing results are those 
obtained by small doses of streptococcic vaccine in 
lymphangitis and erysipelas; by staphylococcic 
vaccine in furunculosis, when the boil is just begin- 
ning to develop; and by minimal doses of tuberculin 
in phlyctenular affections of the conjunctiva. 

3. Employment of vaccines in dealing with un- 
opened abscesses and other localised infections where 
the microbes cannot be reached from the blood 
stream.—Vaccines are here, so far as appears to 
clinical inspection, quite inoperative. 

4. Employment of vaccines in the treatment of 
localised infections associated with heavy auto- 
tnoculations.—The scientific application of vaccines 
in these cases is extremely difficult and laborious; 
and the results which are obtained—and those 


by tuberculin supply a good example—are not 
very convincing. 

5. Employment of vaccines in the treatment of 
undrained wounds infected by sero-saprophytes.— 
There is not yet a sufficient body of experience to 
decide the question as to whether benefit can be 
obtained from vaccines in these cases. The ques- 
tion will be’ further discussed below in connexion 
with the wound infections of the war. 

6. Employment of vaccines in the treatment of 
septicemic infections, and in particular streptococcic 
septicemias.—Up to the present—except perhaps in 
certain series of experiments relating to typhoid 
fever—vaccines have on the whole given very dis- 
appointing results. But it will be obvious to con- 
sideration, that as we advance through the whole 
series of applications—from prophylactic application 
to the employment of vaccines in septicemias— 
the conditions are becoming progressively more 
difficult; so that success in treatment of septi- 
cemias, if it is ever achieved, will be the very final 
achievement of vaccine-therapy. 

We have now prepared the ground for consider- 
ing what has been obtained by the use of vaccines 
in the treatment of wound infections in this war. 

I have in connexion with this heard the opinion of 
avery distinguished French surgeon—pronounced 
after watching the effect of vaccines upon, I should 
think, undrained wounds and septicemic infections 
—that they had never done any good. I shall, by my 
general survey above, at least have put you on your 
guard against generalising from one class of cases 
to all other cases. Let us now take each class of 
case separately, and ask ourselves whether in this 
vaccines have rendered any service. I think we 
shall then see that things work out everywhere in 
accordance with scientific law. 

1. Prophylactic inoculations of “antisepsis 
vaccines.’—If prophylactic inoculations of this 
kind have not been undertaken in our army, 
it has not been because a supply of antisepsis 
vaccines has not been at hand, but because 
the idea of undertaking such inoculations has 
not appealed to the individual medical officers 
who have given first aid to the wounded. And 
if any prophylactic inoculations have been under- 
taken, this can have been only on a very small 
scale; and the fact has not transpired. To be 
considered therefore here is only the question as to 
what we should on a priori grounds be justified in 
expecting from prophylactic inoculations against 
wound infections, undertaken upon the wounded. 
The answer is, I think, not doubtful. We might 
justifiably hope in a proportion of cases to sterilise 
the upper reaches of the wound which would 
be less heavily implanted; and perhaps in 
isolated cases—those in which we have a com- 
paratively light sowing of microbes—to sterilise 
the whole wound. Moreover, if we could employ 
vaccines in combination with physiological drainage 
(I mean by that: free outpouring of lymph 
obtained by the use of a lymphagogic solution) 
we might, I think, hope to stave off infection in a 
fairly large proportion of cases. But—and I have 
already, though perhaps not emphatically enough, 
drawn your attention t° this in connexion with 
prophylactic applications of antiseptics—it will, 
when we set out to sterilise a wound, nearly always 
be a question of achieving either all we want, or 
nothing. To leave behind, especially in the upper 
reaches of a wound, a few microbes, which imme- 
diately set to work and multiply, « mounts, from the 
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the same as leaving behind alive the whole original 
population. If one really intends a war of ex- 
termination there must be no remissions; and if 
our first effort with vaccines and physiological 
drainage fails, we must immediately follow up with 
further efforts. 

2. Employment of “ antisepsis vaccines” in cases 
where the microbes make an irruption into the 
neighbouring tissues.—It is in connexion with pro- 
jectile wounds not very uncommon to see the 
infecting microbes breaking bounds, and making 
an irruption into the neighbouring tissues. This 
will occur either in a wound which has not 
been laid open, or where the lymph flow has 
stanched, and the microbes have been imprisoned in 
an infiltrated wall. The bacterial irruption may 
follow the course of the lymphatics as a lymph- 
angitis; or it may take the form of an erysipelas or 
cellulitis. In these forms of infection occurring in 
connexion with projectile wounds, vaccines give 
exactly the same dramatic effects as in the small 
wounds of civil life—the only difference being that 
when the irruption has been beaten back we have 
in the case of projectile wounds still the original 
focus of infection to deal with; and have, unless we 
improve the condition of the wound, always to be 
upon our guard against a renewal of the irruption. 

3. Employment of “ antisepsis vaccines” in con- 
nexion with well-drained wounds.—When we have 
in a wound quite unobstructed mechanical drainage 
—such, for instance, as is proved by amputation with- 
out flaps—we have, from the point of view of the 
immunologist, conditions exactly parallel to those 
which obtain when microbes make a first irruption 
into healthy tissues. In other words, we have 
here—and probably also where we have good phy- 
siological drainage—brought to bear upon the 


microbes an ample force of phagocytes in conjunc- 
tion with a rapid, as the case may be, percolating 
or outflowing stream of lymph. As a consequence, 
vaccines give in these cases results which are so 
strikingly favourable as to arrest the attention of 


every beholder. 

4. Employment of “antisepsis vaccines” in 
imperfectly drained wounds.—An overwhelming 
proportion of projectile wounds which are under 
treatment in hospital would, regarded from the 
point of view of the mechanical conditions, come 
into the category of imperfectly drained wounds. 
And this is as it must be. The conservation of the 
wounded limb is clearly the first object of the 
surgeon; and the treatment of the bacterial in- 
fection is quite subordinate. For example, no one 
could ask that a leg which had been perforated by 
a bullet should be cut free from all its attachments 
to give better drainage to the infected track. 

Now it might be legitimate to say that these 
undrained wounds were analogous to the unopened 
abscesses referred to above; were it not that this 
comparison would do much less than justice to the 
difficulties which confront the immunisator in 
the wound in which pus accumulates. Not only 
have we in the recesses and backwaters of such a 
wound conditions which make it impossible for 
the antibacterial agencies of the body to establish 
by their mass effect a position of superiority over 
the microbes; but we have in the corrupted dis- 
charges and the multiform bacterial growth which 
they harbour, obstacles to successful immunisa- 
tion such as are never encountered in an unopened 
abscess cavity. It is therefore not to be expected 
that we should in these cases see—and in point 
of fact we do not see—after the exhibition of 





vaccines any diminution in the pus which pours 
from the wound. 

None the less we shall do well carefully to 
consider in connexion with the employment of 
vaccines in the treatment of imperfectly drained 
wounds certain questions. It is clearly a matter 
for consideration whether—despite the fact that 
the output of pus from the wound is not diminished 
—there may not be some useful clinical result 
from the vaccines. It is quite likely that there 
is such an effect; and that it takes the form of 
a “nibbling” at the infection in those parts of 
the wound lying above the ground level of the 
pus; a better entrenchment against the microbes ; 
and, behind this, a massing of reserves which would 
be brought to bear if the microbes were to irrupt 
into the surrounding tissues. In short, it is not 
unreasonable to think that the antisepsis vaccines 
might aid the surgeon in his conservative surgery, 
and might enable him to hold on longer when 
trying to save a limb. 

Two further questions—questions which also 
cannot yet find answers—come up for considera- 
tion in this place. The one is the question 
whether it would not be possible in many cases 
to convert by physiological drainage an undrained, 
into a drained, wound, and then to obtain good 
results by the use of vaccines. The other is the 
question as to whether or no the bacteriotropic 
substances produced in response to antisepsis 
vaccines would come into operation upon sero- 
saprophytic microbes in corrupted discharges, and 
in lymph whose antitryptic power has been arti- 
ficially diminished. 

5. Employment of “antisepsis vaccines” in 
septicemias supervening on wound infections.— 
On this question there is nothing that can be 
usefully said other than that, until scientific 
knowledge has progressed much beyond where 
it is now, it might be well to act upon the sugges- 
tion made above with regard to the possible utility 
of antisepsis vaccines in staving off septicemic 
infections. 

We now at the end of our survey come to the 
summary.—That summary would clearly be, that 
the results of the inoculation of “antisepsis 
vaccines” have conformed in everything to scien- 
tific expectation. Of the five possible applications 
of vaccine-therapy, the second and the third have, 
according to anticipation, given strikingly favour- 
able results. The fowrth and the fifth—but perhaps 
certain reserves may be made in connexion with 
the jfourth—have given, as anticipated, very 
unfavourable results. And that prophylactic 
employment of antisepsis vaccines, which has 
not yet been put to probation, would seem 
eminently deserving of an extended and careful 
trial, preferably in conjunction with physiological 
drainage. 

EPILOGUE. 

And now, except for a few concluding words, I 
have completed what I had to say. Up to this point 
we have considered only the scientific problems 
which confront us in wound infections. What 
we have now to consider is how this, and similar 
researches, and all that new clinical experience 
which has won in this war, can be made useful to 
the wounded. 

This is a question of setting up machinery for 
directing and coérdinating the work of the Medical 
Officers engaged in the treatment of the sick and 
wounded. And, I take it, on a question of that 
kind the Medical Profession at home will have a 
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voice, and, if unanimous, perhaps even have a 
deciding voice. 

In order to enable you to judge what changes in 
the system would be required to give effect to the 
idea that Medical Officers should bring into applica- 
tion the latest lessons of experience and science, I 
will venture to remind you how the Medical Service 
of the Army is at present organised. 

We have in the Army Medical Service, as it seems 
to me, three different and distinct services—a 
Service of Administration, a Service of Hygiene 
and Sanitation, and a Service for the Treatment 
of the Sick and Wounded. 

The Service of Administration—and among the 
three services it comes easily first in order of import- 
ance—takes charge of the wounded man on the 
battle field; conveys him first to the dressing 
station, field hospital, and clearing hospital which 
are ranged one behind the other at the front; 
thence transports him in an ambulance train to 
the hospitals at the base; afterwards embarks 
him in a hospital ship; and, at the end of his 
journey, provides him with hospital accommodation 
at home. The Service of Administration has 
further to see to the feeding, clothing, bedding, 
nursing, and medical treatment of the man in 
hospital, and in transit; has to look after all 
manner of surgical and medical stores and equip- 
ment—besides providing in a thousand other ways 
for the proper working of the hospitals and 
hospital camps. 

The Service of Sanitation has to protect the army 
against epidemic disease by attending to water- 
supply, conservancy, and antityphoid inoculation. 
It has to keep a watchful eye on every case of in- 
fectious disease ; to detect carriers; to equip, and 
man, the bacteriological laboratories required for 
this purpose; and to intervene in ways too numer- 
ous to mention to prevent the dissemination of 
infection. , 

The duties in connexion with the aforesaid 
services devolve almost exclusively upon the per- 
manent officers of the Royal Army Medical Service. 
Their work, as everyone at the seat of war knows, 
has been quite marvellously well done. And what 
stands already very high in the esteem of all the 
world, needs no more words of praise from me. 

There remains the Service for the Treatment of 
the Sick and Wounded. After supplying all the 
multifarious duties just enumerated, there are 
very few Medical Officers of the permanent 
staff of the Royal Army Medical Corps left over. 
Hence nearly the whole care of the sick and 
wounded has fallen to the Civil Practitioners 
enlisted for temporary service with the Royal 
Army Medical Corps. For this, if for no other 
reason, it must be the special concern of the Civil 
Profession to do all that in it lies to help the 
Medical Staff of the Army to employ to the best 
advantage the Civil Practitioners now serving as 
Medical Officers in Military Hospitals. 

What has been done in the way of regulating the 
work of these new-joined medical officers, has been 
to transplant practically unaltered into the military 
hospitals the organisation under which medical 
practitioners work in civil life and in peace. 

The treatment of the sick and wounded is 
committed, as it is in private and _ hospital 
practice at home, into the hands of individual 
practitioners, there being assigned to each a certain 
number of patients, or a ward. And just as at 
home, each medical man is in practically indepen- 
dent charge of his cases, and is free to follow 








whatever treatment appeals to him; so is it in the 
Military Hospitals. And just as at home the free 
exercise of private judgment carries with it an 
exclusive responsibility, saving only in those cases 
where a consultant is called in to advise; so also is 
it in the Military Hospitals. 

Now, I submit that this unchartered freedom can 
work for good only in conditions such as those 
which surround us at home. At home, the practi- 
tioner finds himself practically always upon ground 
with which he is familiar. The cases which he 
deals with in his practice are similar to those he 
has seen treated in hospital. And if he should 
find himself upon unfamiliar ground he will, 
before he need take action, have time to inform 
himself. Moreover, though new science filters in 
slowly, it does filter in. And, finally, when the 
medical practitioner at home makes a new experi- 
ment in treatment, he—and this is the all-important 
point—does learn what results. He can therefore 
profit from the teachings of experience. 

Now, the conditions in military hospitals abroad 
are quite different from these. The practitioner is 
there on quite unfamiliar ground. He has to con- 
front unfamiliar problems—problems in connexion 
with projectile wounds and wound infections. He 
has to take immediate action. He has very little 
opportunity to find out what has happened in 
similar cases. And lastly—and you will see 
that upon this point everything pivots—has 
very little opportunity of seeing the results 
of his work, and learning whether his treat- 
ment has been wrong or right. For the military 
hospitals in France, both at the front and also at 
the base, have now, through military necessity, 
become little more than clearing hospitals, from 
which cases, if at all fit to travel, are immediately 
sent forward upon their homeward journey. 

There are thus lacking in the military hospitals 
in France all those provisos and safeguards which 
alone can make a system in which each medical 
man is a guide to himself successful. And carried 
out without those safeguards that system is unjust 
both to doctor and patient. 

The doctor feels himself left in the lurch 
when he is not warned off from trying experi- 
ments in treatment which a hundred others 
have unsuccessfully tried. He fain looks for a 
lead where a successful treatment has been dis- 
covered. And, where there are a number of alter- 
native treatments, he would be glad to see com- 
parative experiments instituted to tell him which 
method is best. Nor is the doctor the only person 
interested. The patient, his relatives, and the whole 
nation would, once their thoughts were directed to 
the matter, feel that they had the vital interest in 
making the work of the medical officer as effective 
as possible. 

If this is to be done it will, I believe, be necessary 
to make a fundamental change in the organisation 
of the Medical Service—to break away from the 
principle of free arbitrament in treatment for the 
Medical Officer, and to provide that all treatment 
shall be regulated by orders and instructions. 

These are, as you see, very big issues. It 
is a question of a conflict between our cherished 
professional tradition that every medical man must 
be quite unfettered in his choice of treatment; and 
the very foundation principle of the Army, that 
every man shall work, not as he individually thinks 
best, but as part and parcel of a great machine. 

The question as to which of these shall give way 
to the other must, of course, be decided by the 
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balance of public advantage. And we cannot 
seriously doubt to which side that balance inclines. 
We have only to consider what has been achieved in 
this war by antityphoid inoculation, and the preven- 
tive injection of antitetanus serum; and to compare 
the brilliant results of these measures, carried out 
as they are by direct instructions from headquarters, 
with the results which would have been obtained if 
the carrying out of these measures had been com- 
mitted to the individual arbitrament of medical 
men who had not had before the war any 
opportunity of convincing themselves by personal 
experience of the utility of either antitetanus or 
antityphoid inoculation. 

If now, as wé see is the case, considerations of 
public utility commend the control of treatment of 
the sick and wounded by orders and regulations, let 
me in conclusion very briefly consider with you 
how under such a system there might be obtained 
a maximum of advantage with a minimum of dis- 
advantage. I shall, of course, indicate only in very 
broad outlines what would seem to me to be the 
requirements. 

I believe there would require to be a Professional 
Head to the Service for the Treatment of the Sick 
and Wounded. He would, of course, be subordinated 
to the Director-General, and his duties would be to 
bring up the work of the medical officers every- 
where to the highest standard, and to coérdinate 
their work from hospital to hospital. 

It would further, I think, be necessary to have 
an Advising Committee who should be charged 
with the duty of synopsising the clinical experience 
won in the war; of finding out what results 
the various therapeutic procedures had given; and 
of drawing up on the basis of these inquiries 
general instructions and recommendations for the 
treatment of different categories of cases. On a 
Committee of this sort one would, of course, wish 
to-see representatives of surgery, of medicine, of the 
various specialities, and of pathology and bacterio- 
logical science. But one would wish to see the 
membership restricted to those who were actually 
at work at the seat of war, and who were prepared 
to take full responsibility, and carefully to watch 
the working of the recommendations, and at any 
moment to revise them in the light of accumulating 
experience, or further laboratory experiments. 

Finally, one would wish to see attached to such a 
committee a Research Department for the resolu- 
tion of all bacteriological questions arising in con- 
nexion with hygiene, surgery, and medicine. And 
I may perhaps be allowed, in connexion with this 
last, to point’ out that the Medical Research 
Committee of the National Insurance Act, under 
whom I have the honour to serve as Director of 
Bacteriological Researches, has since the outbreak 
of the war been placing not only large funds but a 
carefully selected corps of skilled workers at 
disposal for the prosecution of researches directly 
contributory to the better treatment of the 
wounded. It is for you to see that the results, as 
they are obtained, shall be taken full advantage of. 








New Convalescent Home For SoLpDIERs.— 
On April 23rd Mrs. Mildmay, wife of Colonel F. Mildmay, 
M.P., formally opened a new convalescent home for soldiers 
at Salcombe, Devon. The home has been given as a 
memorial by the parents of the late Lieutenant R. N. Vereker, 
of the Grenadier Guards. It stands on three acres of ground 
on the slope of Bolt Head, and will provide accommodation 
for 25 soldiers. The institution will be worked by the 
— Red Cross Society, Dr. H. Wilcox being. the medical 
officer. 


i 





nee 


ABSTRACT OF 


BHunterian Pecture 


on 


ILEUS DUPLEX 
(INFLAMMATORY ENTERO-COLIC ILEUS). 
Delivered before the Royal College of Surgeons of England on 
Mareh 8th, 1915, 

By W. SAMPSON HANDLEY, M.S. Lonp., 
F.R.C.S. Ene., 


HUNTERIAN PROFESSOR; SURGEON, WITH CARE OF OUT-PATIENTS TO 
THE MIDDLESEX HOSPITAL; CAPTAIN, R.A.M.C. (T.F.) 





Mr. PRESIDENT AND GENTLEMEN,—On the four 
previous occasions when the Council of this College 
has honoured me by election as a Hunterian 
Professor I have brought before you work which 
was the joint product of the laboratory and of the 
hospital ward. I believe that every surgeon who 
wishes to advance his subject ought throughout 
his career to spend a portion of his time in the 
laboratory, following in this respect the great 
example of Lister. But the segregation of pathology 
from practice has unfortunately tended to the ex- 
clusion of the clinician from the laboratory, and 
thus it comes about that he is more and more 
restricted to the field which Moynihan has de- 
scribed as the pathology of the living. On the 
present occasion I wish to bring before you some 
gleanings from that field. 


NATURE AND CAUSES OF ILEUS DUPLEX. 


Adynamic or paralytic ileus is a condition in 
which non-mechanical intestinal obstruction results 
from muscular paralysis of a length of the intestinal 
canal. Most surgeons recognise it, though some 
deny its existence. The best classification of its 
causes is given by Murphy': (1) Muscular paralysis 
from trauma or exposure; (2) local traumatic peri- 
tonitis; (3) local or general septic peritonitis ; 
(4) embolism of the mesenteric vessels; (5) pyle- 
phlebitis ; and (6) strangulation of pedicles by mass 
ligatures with reflex intestinal paralysis. 

Though adynamic ileus is well recognised, it 
nevertheless remains a kind of limbo to which 
obscure cases may be relegated. The subject is 
surrounded by that indefinable haze, the result of 
imperfect knowledge, which, to the despair of the 
student, envelops certain chapters of surgery, such, 
for instance, as those dealing with shock or with 
osteo-arthritis. It can only be clarified by patient 
methods similar to: those which have lately been 
applied to the group of insects known indis- 
criminately to Artemus Ward as “skeeters.” My 
attempt to-day is to pin out and.dissect one variety 
of adynamic ileus which has characters so definite 
that it needs a distinctive name. For reasons 
which will appear I propose to call it ileus duplex. 
Let me remind you that the word “ileus et is @ 
synonym for intestinal obstruction, and that it has 
no: connexion with the werd “ ileum.” ; 

In order to place you at once in possession of 
my point ef view, and to enable you to weigh 
the evidence later to be adduced, I shall begin 
by giving a brief dogmatic description of this 
condition. 

Definition. 

Ileus duplex is a condition in-which, as the result 

of a pelvic peritonitis, there is obstruction of the 





1 J..B,.Murphy, Keen’s Surgery, vol. iv., 1908. 
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intestine at two points: (a) in the ileum, at a point 
about 3 ft. above the ileo-cecal valve; and (b) in 
the sigmoid colon at the junction of its iliac and 
pelvic portions. These are the points at which the 
ileum and colon respectively cross the brim of the 
true pelvis to enter the pelvic cavity. (See figure.) 





Diagram illustrating the pathology and treatment of ileus 
duplex. Aaa, The paralysed segment of ileum. Be, The 
paralysed segment of the pelvic colon, The dotted lines 
indicate the level of the obstruction in the small and large 
intestine. A lateral ileo-ceecostomy is being performed 
between the distended ileum well above the obstruction and 
the excum. To relieve the temporary obstruction of the 
large intestine a catheter has been tied into the ewcum, 

The catheter is subsequently brought out through the 
abdominal wall, 

The segments of intestine paralysed are two in 
number: first, the portion of ileum contained in 
the pelvis—that is to say, about the lower 3 ft., 
excluding the last 2 in.; and secondly, the portion 
of the large bowel contained in the true pelvis— 
i.e., the lowest portion of the pelvic colon and the 
upper portion of the rectum. 

On account of the special liability of the pelvic 
peritoneum to bacterial invasion my subject is one 
of great importance. I deem it worthy of your 
attention for three main reasons: first, because 
the condition, though curable by appropriate treat- 
ment in the early stage, often passes unrecognised 
under the pseudonym of general peritonitis; 
secondly, because the duplex character of the 
obstruction, as indicated in my title, has not 
hitherto been appreciated; and thirdly, because, as 
might be expected, defects in the pathological con- 
ception of the condition have been reflected in 
imperfect treatment. And in this condition delayed 
or defective treatment means certain death. 

Etiology. 

Ileus duplex may result from any one of the 
many causes of pelvic peritonitis. Restricting 
myself to those causes included within the scope 
of my own experience, it may result from: 
l. Appendicitis. 2. Ascending infection of the 
genital tract, gonorrheeal or septic. 3. Rupture of 
the bladder. 4. Carcinoma of the rectum. To 
these classes may be added from the experience of 
my gynecological colleagues, Messrs. Berkeley and 
Bonney.’ 5. Septic conditions of the pelvic genital 
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organs or operations for their relief (pyosalpinx, 
carcinoma of the cervix). It seems likely that 
further experience will extend the list of causes 
which I have considered. 

Appendicitis is by far the most frequent cause of 
ileus duplex, and for obvious reasons nearly always 
the appendix is pelvic in position. The special 
liability of pelvic appendicitis to give rise to ileus 
duplex joins with ambiguity of its earlier symptoms 
to make it perhaps the most dangerous form of the 
disease. I believe that its present mortality can 
be very appreciably lowered by a general recogni- 
tion of the danger. 

MorBiID ANATOMY OF ILEUS DUPLEX AS OBSERVED 
DURING LIFE. 

It frequently happens in cases of pelvic peritonitis 
that pus is found in the pelvis lying free among 
practically normal coils of ileum, which though 
congested have not lost their lustre. The bowel 
may contain gas, its wall is not cedematous, it has 
evidently not lost its motor power. The peritonitis 
remains superfieial, and the wall of the gut does 
not become inflamed. Drainage of the pelvis, and 
the subsequent use of turpentine enemata, suffice 
for the successful treatment of such cases, which 
form a large majority of cases of pelvic peritonitis. 

In other cases, and these alone interest us to-day, 
the coils of the pelvic ileum, bathed in pus, show 
evidence of acute inflammation of the bowel wall. 
Their peritoneal surface is dull, intensely con- 
gested, and covered with pus and flakes of lymph. 
The bowel wall itself is swollen and cedematous. 
The affected coils are empty, passively contracted 
and motionless, and between adjacent coils are 
sharp angular kinks sometimes fixed by flakes of 
sticky lymph. My colleague Victor Bonney, who 
gave what is perhaps the earliest detailed descrip- 
tion of the condition of the ileum in these cases," 
noted that the bowel is flattened like a strap, and 
he found that it is impossible by manipulation to 
force the gas from the intestine above into the 
inflamed segment of ileum, an important observa- 
tion directly showing the impermeability of the 
inflamed bowel. 

The conditions described, which involve the 
lower two or three feet of the ileum, immersed in 
the pelvic basin of pus, extend to within about 
two inches of the ileo-cecal valve. The terminal 
two inches of the small intestine extending from 
the brim of the pelvis to the ileo-cwecal valve is 
usually collapsed and normal. 

This condition of the pelvic ileum may, no doubt, 
coexist with a hopeless general peritonitis involv- 
ing the whole area of the peritoneum. But in the 
cases we are considering the suprapelvic abdor en, 
though often not shut off by any lymph barrier, 
affords no sufficient evidence of peritonitis except 
to one obsessed by a preconceived idea. The pelvic 
ileum only is inflamed. Higher up the ileum pre- 
sents its normal shiny appearance or is at most 
slightly congested. No pus is present amid its 
coils. A fairly sharp boundary line separates it 
from the inflamed pelvic ileum. If the case is an 
early one distension is absent. Soon, however, the 
suprapelvic ileum begins to be distended, owing to 
the block produced by paralysis of the pelvic ileum. 
It fills from below upwards, for I recollect one case 
in which the jejunum was still empty while the 
ileum was distended. But in what may be regarded 
as the typical stage of ileus duplex the suprapelvic 
small bowel, though quite uninflamed, is greatly 
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distended owing to the obstruction lower down. 
That in this stage it is not paralysed is shown by 
the results of treatment. 

It must be clearly recognised that distension of 
the suprapelvic small bowel even when accom- 
panied by slight congestion is not adequate 
evidence of general peritonitis. If, however, the 
case is allowed to run its course paralysis of the 
distended intestine supervenes, bacterial penetra- 
tion of its walls occurs, and a general peritonitis 
may be found at the necropsy. 

We must now turn to the condition of the large 
intestine. Usually at the time the operation is per- 
formed the large intestine shows no evidence of 
inflammation, perhaps because it is situated further 
from the inflamed appendix, and shielded from 
early infection by the ileal coils. Clinical evidence, 
however, shows conclusively that in the course of 
a few days the pelvic colon, though its involve- 
ment is later and less constant than that of the 
pelyic ileum, shares in the inflammation and 
paralysis which have already overtaken the small 
bowel. To this point I shall later return, for its 
recognition is essential to success in treatment. 

The portion of the large bowel, situated between 
the ileal obstruction and the obstruction in the 
pelvic colon, usually contains some flatus and is 
neither collapsed nor distended. 


PATHOLOGICAL ANATOMY. 


In many cases after death the necropsy fails to 
reveal the real secret of the condition. What is 
found is a general peritonitis with general paralytic 
distension of the intestinal tract, a misleading con- 
firmation of the usual diagnosis made during life. 
At the time it was made this diagnosis was never- 
theless incorrect. No series of necropsies can 
establish the morbid anatomy of ileus duplex. In 
it two processes—namely, a spreading peritonitis 
of pelvic origin and an intestinal obstruction— 
are running arace. In the early stages seen by the 
surgeon the obstruction is well ahead, and there is 
no peritonitis above the pelvic brim. In the post- 
mortem room stage the peritonitis has had time to 
overtake it, and may be more or less generalised. 
Moreover, since obstruction ends in peritonitis 
and peritonitis in obstruction, it may pass the 
wit of man to say after death which was the 
primary and which the secondary cause of death. 
The recognition of ileus duplex is a product 
of operating-theatre pathology, not of dead-house 
pathology, and supplies one more example of the 
truth of Moynihan’s belief that intra-vitam rather 
than post-mortem inspections are at the present 
day the key to further advances in knowledge. 


CLINICAL SIGNS AND SYMPTOMS. 


The signs and symptoms of ileus duplex are 
those of acute intestinal obstruction, superposed on 
those of the pelvic inflammation which has caused 
it. A detailed description is perhaps superfluous, 
but a few special points need emphasis. Vomiting, 
though not invariably an early symptom, is almost 
a constant one. An initial vomit is the rule in 
appendicitis, but continued vomiting is very excep- 
tional. It is a most useful danger-signal. When 
repeated vomiting occurs the possibility of ileus 
duplex must be promptly considered, and careful 
instructions must be given to the nurse to watch 
for and record the passage of flatus. The cessa- 
tion of flatus, in spite of enema and the use 
of the rectal tube, establishes the diagnosis of 
intestinal obstruction, and if the ‘subcutaneous 





injection of eserine fails recourse must be had to 
operation. Owing to the late and slow onset of the 
large intestine paralysis enemata may at first 
succeed in relieving the paretic colon. If subse- 
quently vomiting and other symptoms persist this 
delusive success must be ignored, or surgical inter- 
vention will come too late. 

In typical cases there is moderate general dis- 
tension of the abdomen, but owing to the acute 
onset of the obstruction no opportunity occurs for 
those intestinal gymnastics which produce visible 
coiling in obstructions of slower development. 
Visible peristalsis is absent. Abdominal rigidity is 
also absent, except possibly in the hypogastric 
region. This absence of rigidity is a salient and 
important point in ileus duplex. 

Abdominal rigidity depends upon inflammation of 
the parietal peritoneum of the anterior abdominal 
wall, and in operable cases of ileus duplex this. 
district of the peritoneum is not inflamed except at 
its hypogastric margin. Care must be taken not to 
mistake for true rigidity that tension of the abdo- 
minal wall which results from the intestinal 
inflation. Abdominal respiration is embarrassed by 
the general distension, but is still present. 

In untreated cases the later signs merge com- 
pletely into those of general peritonitis. 


DUPLEX CHARACTER OF THE 
OBSTRUCTION. 


Let me now attempt to justify the dogmatic 
statements I have made. 

Inflammatory obstruction of the lower ileum is a 
well-recognised condition, and this lecture will fail 
in its principal object if I fail to prove that in most 
cases of the kind there is also an obstruction in the 
pelvic colon. To this point I must now direct your 
attention. 


Failure of Treatment if Directed Solely to the Ileat. 
Obstruction. 


In cases of obstruction of the lower ileum I have 
found by experience that a lateral anastomosis. 
between the ileum some little way above the point 
of obstruction and the cx#cum or ascending colon 
is, on the whole, a very successful method of treat- 
ment except in ileus of inflammatory origin. The 
table which follows indicates my experience up to. 
about 1908. 


TABLE I.—Cases of Acute Obstruction of the Lower Ileum 
treated by Ileo-cecal Lateral Anastomosis. 
Number of 


PROOF OF THE 


onace: Deaths. Recoveries, 
Obstruction by the appendix 
acting as a band (appendix 
also removed) ... see eee SF sanees OS sa 5 
Obstruction by bands ... ... S niin e iin 2 


Inflammatory ileus secondary 
to pelvic inflammation 


This table shows an extraordinary difference in 
the prognosis of obstruction of the lower ileum 
according as the obstruction is inflammatory or 
non-inflammatory. The contrast is even more 
striking than the table would indicate, for the 
fatal case of “obstruction by band” recovered 
from the operation, only to die from phthisis. 

The extraordinary difference in the prognosis of 
non-inflammatory and inflammatory cases might 
be explained by assuming that death in the inflam- 
matory cases is due to general peritonitis and not 
to obstruction. But, as we shall see, clinical 
observation does not bear out this view. 

The contrast between my successful results in 
cases of obstruction by band and my mortifying 
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record of failure in inflammatory ileus puzzled and 
depressed me. It seemed clear that in inflam- 
matory ileus an unrecognised factor was at work, 
but I was unable to identify it, and the text-books 
did not assist me. The first ray of light on the 
problem came in 1910 from the following case 
which I shall ask you to allow me to consider 
in full, 


Pelvic appendicitis; ileus duplex; ileo-sigmoidostomy ; 
recurrence of symptoms of abstruction; c@costomy ; recovery 
(Case 8).—At the request of Dr. W. M. G. Glanville, of 
Hampstead, I saw with him in 1910 an old lady 
of about 70, suffering with acute abdominal pain rather 
more severe on the right side than on the left, but 
not definitely localised in the right iliac fossa. Chronic 
constipation had been a marked trouble. ‘The tem- 
perature was slightly raised and the pulse somewhat 
quickened. These symptoms had been present for about 
24 hours. There was no abdominal rigidity, nor could any 
tumour be felt in the right iliac fossa. There was in this 
region some tenderness on deep pressure. No tenderness 
was elicited on vaginal or rectal examination. On opening 
the abdomen in the middle line, within 24 hours of the onset 
of symptoms, I found a gangrenous appendix hanging down 
into the pelvis. It proved to be impossible to remove it 
without making a second incision in the right iliac fossa. 
The coils of the pelvic ileum were intensely congested, but 
there was no pus present, nor did there seem to be any 
indication that the congested ileum was paralysed. 

During the succeeding 48 hours, although the patient’s 
pulse and general condition were fairly good, no flatus was 
passed, and the abdomen became much distended. It was 
obvious that there was complete inflammatory obstruction of 
the lower ileum, and that the patient would die unless some- 
thing further was done. The median wound was opened up, 
and a lateral ileo-sigmoidostomy was performed as quickly 
as possible. Dr. D. Embleton, pathologist to the University 
College Hospital, was asked to examine the pus, and on his 
advice a large dose of antistreptococcic serum and a stock 
vaccine of staphylococcus aureus were administered shortly 
after the operation. Sixteen hours later no flatus had 
passed, and the patient’s condition was extremely grave, 
indeed apparently hopeless. The pulse had become very rapid 
and feeble, and abdominal distension had increased. Small 
doses of calomel by the mouth caused sickness, and tur- 
pentine enemas were ineffectual. Dr. Glanville urged that 
strong purgatives should be administered, and to this course 
I consented because I thought the case was hopeless. He 
carefully passed a stomach-tube, but it was repeatedly 
returned. Another anesthetic was therefore given 60 hours 
after the first operation, so that the stomach could be 
washed out and placed in a condition to retain purga- 
tives. Dr. Glanville then administered through the stomach- 
tube 5 grains of calomel, an ounce of magnesium sul- 
phate, and.a minim of croton oil. These heroic measures 
were followed the next morning by a copious evacua- 
tion and the patient’s condition then began to improve, 
although there was suppuration of the incisions owing 
to the virulence of the bacteria. An autogenous vaccine was 
prepared by Dr. Embleton and administered, apparently with 
good results. A week later, however, abdominal distension 
recurred and became extreme, although flatus in small 
quantities continued to be passed. Partial obstruction 
evidently persisted, and paresis of the sigmoid below the 
ileo-sigmoidostomy was apparently the cause of it. I there- 
fore opened the cecum through the wound without an 
anssthetic and tied in a catheter. The relief was immediate. 
From this time the patient slowly recovered strength, and 
she is now in excellent health, has been able to take a long 
railway journey, and is free from the chronic constipation 
which had troubled her for years before the operation. ‘The 
cecostomy closed spontaneously. 


I have never seen a case recover in which death 
appeared so imminent and certain. The main part 
of the credit belongs to Dr. Glanville, who refused 
to despair when I had given up hope, though I may 
congratulate myself that my ileo-sigmoidostomy 
was able to stand the strain imposed upon it by 
his heroic and almost veterinary cathartics. 
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Evidence afforded by Two Crucial Cases. 

The successful result of this case clearly indi- 
cated to me the reason of my previous failures. In 
my early cases I had been dealing with one 
obstruction and had ignored a second. My tenta- 
tive and halting treatment of this case is obviously 
open to criticism in the light of my present 
knowledge. But it has this great value, that it 
affords an experimental dissection of ileus duplex 
into its three pathological elements of pelvic 
peritonitis, ileal obstruction, and colic obstruc- 
tion. It is a crucial instance. In the first opera- 
tion the peritonitis and its cause were treated. In 
spite of this the morbid picture continued to 
develop, and obstruction became manifest. The 
second operation short-circuited the small intestine 
obstruction. Its success was temporary only, and 
the purgatives which followed it produced but a 
transient result. The third operation, aimed at 
an assumed obstruction in the colon, gave imme- 
diate and permanent relief. In the first two stages 
the conditions present within the abdomen were 
determined by direct inspection. 

The history of this case has a demonstrative 
value rare in clinical work, and only attained as a 
rule in precise and carefully planned laboratory 
experiments. Let me remark especially that it 
clearly indicates three stages of the obstruction in 
ileus duplex: (a) Stage of obstruction of the ileum 
alone; (b) stage of obstruction of the ileum with 
paresis of the colon; and (c) stage of complete 
obstruction of both ileum and colon. The late onset 
of the colic obstruction is an important point to 
which I must return. 

But it is frequently said that one case proves 
nothing. Let me then draw your attention more 
briefly to a second and later case. 

This case, too, was one of pelvic appendicitis in a woman 
of middle age, in which, though the pelvic ileum was 
inflamed and congested, no evidence of intestinal obstruc- 
tion had manifested itself prior to the first operation. 
I accordingly contented myself with the removal of a 
gangrenous appendix and the drainage of a pelvic collection 
of pus. On the fifth day after the operation complete 
intestinal obstruction developed. The abdomen was re- 
opened, a lateral ileo-colostomy was performed, and, in view 
of the lessons of the previous case, a catheter was tied into 
the cecum. After a severe struggle the patient recovered. 


So far this case has less probative value than the 
preceding one. The colic obstruction was not 
obvious at the operation, and a critic might assert: 
that it would have been sufficient to short-circuit 
the inflamed ileum without providing any relief 
by the cxwecostomy for a purely hypothetical colic 
obstruction lower down. 

A very instructive incidence of this patient’s 
convalescence effectually disposes of the criticism. 
Shortly after the spontaneous closure of the 
cecostomy opening the abdominal distension 
recurred. It could not be overcome by purgatives 
or enemata, but after reaching a serious degree it 
was relieved by the spontaneous bursting open of 
the recently healed cecal fistula. 

It is impossible to inflict upon you detailed 
accounts of all my cases. Anticipating what I have 
to say on treatment, let me then point out Table II., 
which shows that, if treatment is directed only to 
one of the two obstructions present, death may be 
expected in 75 per cent. of cases. But if my 
hypothesis of a double obstruction is acted upon 
the mortality falls to 20 per cent. The evidence 
for the duplex character of the obstruction derived 
from the two crucial cases I have given you im 
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detail is thus borne out by the appeal to statistical 
results. The fact that no two blades of grass are 
precisely alike, still less two cases of disease, is the 
fallacy of all statistics, which relegates them to the 
place of secondary or confirmatory evidence. The 
precise study of single cases is, in my opinion, of 
much greater value. But when, as in this instance, 
the one method of investigation confirms the other 
a high degree of certainty is reached. 


PREVENTION OF ILEUS DUPLEX. 


Although, thanks to a general recognition of the 
need for prompt operation in appendicitis, the 
mortality of that disease is now becoming a residual 
one it is susceptible of further reduction if the 
danger of ileus duplex is borne in mind in cases 
where the appendix is pelvic in position. It is of 
great importance to detect and treat infection of 
the pelvis in its earlier stages. 

In every case of appendicitis, unless it is certain 
that the mischief is securely shut off by adhesions 
and confined to the right iliac region, a small 
median subumbilical incision should form the first 
step of the operation. With a pair of sponge 
forceps a fold of gauze is carried to the bottom of 
the recto-vesical or recto-uterine pouch. If no 
inflammatory fluid is present on the gauze when 
withdrawn the finger with great caution explores 
the limits of the inflammatory mass in the right 
iliac region, thus gaining valuable information. 
The incision is then sewn up, and the appendix 
subsequently removed through an incision made 
over it in the usual way. 

If the rule thus laid down be carried out, in 
a certain proportion of cases, even of localised 
appendix abscess, unsuspected dirty or semi- 
purulent fluid will be found free in the pelvis. 
By the introduction of a drainage-tube through 
the median exploratory incision to the bottom of 
the recto-vesical pouch these cases will be saved 
from the pelvic abscess, or spreading peritonitis, 
or ileus duplex which they would probably have 
developed if the median incision had not been 
made. 

When pelvic infection is found it is a matter to 
be decided in each case whether to prolong the 
incision and remove the appendix through it, or to 
make a subsequent second incision directly over 
the offending organ. 

Two other points must be borne in mind for the 
prevention of mortality from ileus duplex. At 
every operation for pelvic appendicitis the ileum 
must be examined for inflammatory paresis and 
the suprapelvic ileum for distension. After every 
appendix operation the nurse must be instructed 
to report carefully on the passage of flatus, for 
early recognition of ileus duplex is essential to its 
successful treatment. 


TREATMENT. 


The treatment of ileus duplex may be con- 
veniently studied in the light of Table II., which 
records the results of my experience during a 
period of eight years. The condition is neither 
rare nor common. I have met with it 14 times 
among some hundreds of abdominal cases of all 
kinds. Though the figures of my table are small, 
they are, I think, very significant as to the merits of 
different modes of treatment. They show especially 
that forms of treatment which take into account 
only the small intestine element in the obstruction 
give a high mortality. Thus 4 out of 6 cases of 
simple ileo-ceecostomy died. The two cases which 
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recovered indicate that the large intestine obstruc- 
tion, besides being later in onset, may not always 
become complete. 
TABLE II.—Results of Treatment in the Lecturer’s Cases of 
Tleus Duplex, 1907-1915. 


Recovered. Died 
Enterostomy a eae a, ae 1 
Enterostomy with ileo-czcostomy... 1 ............ 0 
lleo-cxecostomy alone Rin <qakt AD seas oman’ 4 
Lleo-sigmoidostomy ... 0... 66. wee sec eee eee eee 1 
OGUMOMINIF I. ccs sce: ae, DB cecssceneece z 
Tleo-colostomy with cxwcostomy* ... 3 wi... eee 0 


* In one of these cases the ewcostomy was performed some days after 


the ileo-colostomy on account of the persistence of symptoms, and 
with immediate reliet. 


On the other hand, I have no death to record 
among the 3 cases treated by ileo-colostomy com- 
bined with czecostomy. This is the ideal treatment. 
It appears to matter little whether the anastomosis 
is made between the ileum and cecum or the 
ileum and sigmoid, provided in either case that a 
safety valve to the exterior is supplied by tying a 
catheter in the large intestine. I believe the anasto- 
mosis with the cecum is safer as being further 
removed from the inflamed area. 

On a recent occasion, forgetful of the results of 
my own experience, I performed an ileo-sigmoid- 
ostomy for ileus duplex without draining the 
cecum. The case was one of pelvic appendicitis in 
a woman of advanced years, with mingled signs 
of pelvic peritonitis and obstruction. The pelvic 
ileum was obviously paralysed, but at the time of 
operation the pelvic colon wore a deceptively normal 
appearance. Lateral anastomosis of the supra- 
pelvic ileum with the sigmoid was followed by some 
days of complete relief. But the anastomosis, 
subject to the strain of oncoming paresis of the 
pelvic colon, finally yielded, and the patient died 
from septic peritonitis and fecal extravasation. So 
difficult is it not to forget the lessons of one’s own 
experience. 

In at least one of my cases treated by ileo- 
cecostomy and cxecostomy natural actions of the 
bowels per anum occurred within a day or two of 
the operation. This must not be taken to prove 
that the drainage of the cecum was unnecessary. 
It has already been shown that the colic element of 
the double obstruction is late in its onset, and it 
must be obvious, moreover, that drainage of the 
cecum will relieve distension of the large intestine, 
and will thus facilitate its blood-supply and tend to 
prevent paralysis of the pelvic colon. 

I am prepared to admit that a csecostomy is 
superfluous in a minority of cases. The recovery 
of two of my cases of ileo-cwcostomy, cases in 
which the cecum was not drained, shows that the 
third stage, that of paralysis of the pelvic colon, 
does not constantly follow the others if the peri- 
tonitis is treated by pelvic drainage. But it cannot 
be right to trust to this in any particular case. My 
figures indicate that the surgeon who trusts to 
ileo-ceecostomy and peritoneal drainage alone will 
repent his decision in at least two out of three 
cases. If obstruction persists he may still be able 
to save the patient by a timely cecostomy, as one 
of my cases shows, but the undesirability of 
secondary operations in acutely ill patients is so 
generally recognised as to need no emphasis. It is 
far better to perform simultaneous cecostomy as a 
routine precaution in all cases where an ileo- 
ceecostomy is necessary. 
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The Colostomy Opening. 

In dealing with the large intestine element of the 
obstruction it is to be borne in mind that the 
obstruction is temporary only, and that in cases 
which recover within ten days or a fortnight at 
most the large bowel will have recovered its pro- 
pulsive power. [If during this period provision is 
made for the escape of gas it appears to be 
unnecessary to provide for any evacuation of solids, 
especially as the patient will be taking only small 
amounts of food. For these reasons it is unnecessary 
to make a full-sized colostomy opening, and all 
needs will be met if a large rubber catheter is 
passed through an aperture in the wall of the 
colon and held in place by a purse-string suture, 
which also transfixes the catheter. It probably 
matters little whether the catheter is introduced 
into the cecum or at any lower point situated 
above the pelviccolon. As a matter of convenience, 
when an ileo-cwcostomy has been performed the 
excum is the most accessible point to choose. 
Probably the best form of catheter is a so-called 
“ self-retaining female catheter,’ since this is less 
likely to be blocked by fecal débris. Should the 
cathether become blocked it must be cleared by 
syringing through it a small amount of saline. The 
catheter will come out spontaneously about the 
fifth day, and a small fecal fistula remains which 
will rapidly close as soon as it has become 
superfluous. 

Enterostomy. 

The old treatment of enterostomy will, no doubt, 
occasionally save a case of ileus duplex. The 
method is, however, a crude and almost barbarous 
expedient. It is true that it removes the obstruction 
completely, but in order to do so it robs the patient 
of much of the nourishment elaborated in the upper 
intestine and of most of the fluid taken by the 
mouth. This latter loss is the more important one. 
The effects of an enterostomy upon the patient's 
general condition may be compared to the effects of 
persistent vomiting. Even in cases where collapse 
and starvation are averted the miseries the patient 
has to endure from the escape of the intestinal 
juices upon the skin are so great that the operation 
should, [ think, never be performed except as a 
last resort. The evils of enterostomy may be 
diminished considerably if there is a free passage 
into the large intestine below it, and in one 
of my cases which recovered I performed an 
ileo-ceecostomy combined with an enterostomy, but 
though this patient recovered his sufferings from 
dermatitis of the abdominal wall made me 
resolve to abandon the operation even when com- 
bined with an ileo-czcostomy. 


ILEUS DUPLEX FREQUENTLY MISTAKEN FOR 
GENERAL PERITONITIS. 

In cases of pelvic suppuration when signs of 
intestinal paresis show themselves it is easy to 
jump to the conclusion that the paresis is due to 
the onset of a general peritonitis and that useful 
interference is limited to drainage of the peri- 
toneal cavity. In the post-operative group of cases, 
as a rule drainage has already been provided, and a 
diagnosis of general peritonitis means the abandon- 
ment of any further effort to save the patient. 

It is a remarkable fact that in the current edition 
of his work on “Intestinal Obstruction,’ which 
has been the guide of more than one generation 
of surgeons, Sir Frederick Treves has recanted his 
belief in the existence of ileus paralyticus. He says: 

The sole pathology of ileus paralyticus is summed up in 
the assumption that a portion of the bowel has become 





incapable of peristaltic movements, and as a result of this 
acute symptoms foilow. I venture to think that ileus para- 
lyticus, as described in the text-books and in the previous 
edition of this book, has no clinical existence. 

How often it is that the symptoms persist and rapid 
death follows the liberation ofa coil of intestine strangulated 
by a band. Such death, however, is due to peritoneal infec- 
tion or septicamia, and not to ileus paralyticus. Those, 
however, who still claim that ileus paralyticus exists 
would maintain that’ the persistence of the symptoms 
ana the final dissolution of the patient are due to 
the fact that the damaged coil of intestine remains 
paralysed. 


I have never met with an example of such a case as 
this in which a diffuse peritonitis was not met with after 
death. 

Note that the basis for Sir Frederick Treves’s 
disbelief in paralytic ileus is to be found in the last 
sentence I have quoted. He assumes that the 
general peritonitis found, as he truly says, in all 
cases at the necropsy is the sole and sutticient cause 
of death, and that cases of so-called “ paralytic 
ileus” are really cases of general peritonitis. 
This false assumption, based on post-mortem 
pathology, is negatived by a study of the order of 
events in the living abdomen. As I have shown, 
observations in the operating theatre show marked 
evidence of obstruction before the appearance of 
any signs of general peritonitis. The general 
peritonitis found after death is a late result of the 
obstruction. This conclusion is amply borne out 
by the successful results of treatment directed 
towards the short-circuiting of the segment or 
segments of bowel which are presumed to be 
paralysed. On Sir Frederick Treves’s hypothesis 
such treatment would be absolutely useless. 

The evidence on this point derived from my 
cases of ileus duplex is fortified by a consideration 
of the results of short-circuiting operations in 
eases of obstruction by band. It has been my 
practice in such cases, wherever there was definite 
evidence of strangulation, and after the band had 
been divided, to short-circuit the affected loop by a 
lateral anastomosis. In cases thus treated I have 
found that recovery is the almost invariable rule. 

The question is not merely one of academic 
interest. To label a case of ileus duplex as general 
peritonitis is to make a prophecy, not a diagnosis. 
In the course of a few days that prophecy will 
deplorably fulfil itself at the cost of the patient's 
life. I submit that upon the question at issue 
the views of Sir Frederick Treves may be rightly 
described as reactionary and dangerous in pro- 
portion to the distinction and authority of their 
author. 


DIAGNOSIS OF ILEUS DUPLEX FROM GENERAL 
PERITONITIS. 

Some of the ordinary criteria which distinguish 
general peritonitis from intestinal obstruction fail 
in the cases of ileus duplex, since, in addition to the 
obstruction, pelvic peritonitis is also present. Thus 
general peritonitis and ileus duplex present a close 
general resemblance. In both conditions there are 
general distension, vomiting, complete constipation, 
raised temperature and rapid pulse, with abdominal 
pain and distress and embarrassed abdominal 
respiration. 

The points of difference between the two con- 
ditions, though few in number, are happily suffi- 
cient to distinguish them. In general peritonitis 
general rigidity of the anterior abdominal wall is 
the rule. In ileus duplex rigidity is absent or is 
present only in the hypogastric region. Moreover, 
the diffuse abdominal tenderness of the whole 
abdomen which characterises general peritonitis 
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is not found in ileus duplex, nor does the pulse, 
however rapid, present the wavering quality of the 
peritonitic pulse. 

When I speak of these differences you will under- 
stand that I refer to the earlier stages. Ileus 
duplex is no exception to the rule that intestinal 
obstruction ends in general peritonitis. 

CONCLUSIONS. 

Let me now attempt to sum up my conclusions. 
Peritonitis of the serous surface of the intestine, 
when it reaches a certain degree, is accompanied by 
complete paralysis of the involved segment of 
intestine. General peritonitis means general para- 
lysis of the intestine, and is accordingly not 
amenable to surgical treatment. But if the peri- 
‘tonitis is partial, though unlimited by any adhesion 
arrier, certain segments only of the intestine are 
paralysed. If the paralysed segments can be thrown 
out of circuit by surgical measures recovery is in 
such cases possible and even likely. Unfortunately, 
in these cases the surgeon's hand has been paralysed 
by.a facile assumption, based upon the general 
abdominal distension, that general peritonitis is 
present. 

The position of the subject in 1903 is thus 
summed up by Douglas* :— 

Post-operative sepsis resulting in peritonitis produces 
paresis of the muscular wall of the intestine, and the 
resulting intestinal obstruction is the conspicuous symptom 
of the general peritonitis. In septic peritonitis, with 
conspicuous symptoms of obstruction, experience has taught 
us that secondary operations are so uniformly fatal that 
surgeons are discouraged in undertaking them. 
Eaterostomy has been frequently done without avail. 


This pessimistic view was held by Douglas, 
though he recognised that the paralysis might 
involve only small segments of bowel, because he 
wrongly assumed the presence of general peritonitis 
in such cases. 

The observations I have made in the operating 
théatre and the successful results of my cases show 
eonclusively that septic ileus of pelvic origin is not 
accompanied by general peritonitis when it first 
comes under observation, and that it is perfectly 
amenable to surgical treatment, subject to a clear 
recognition of the fact that two segments of the 
bowel are involved, and that accordingly two 
obstructions require to be circumvented. 

You may complain that the name ileus duplex 
adds a new terror to medical nomenclature. It is 
the acknowledged privilege of the poet to give to 
airy nothing a local habitation anda name. I fail 
to see why the humble scientific observer, whose 
trammelled imagination must dance in tune with 
the facts of nature, may not assert at times the 
same right of fixing in language his comparatively 
dull realities. And in the present instance the 
name ileus duplex, whatever its defects, will, I 
believe, give such definition and precision to the 
condition I have described as to hasten its general 
recognition, and thus to save lives which might 
have been sacrificed. 

[This lecture will appear in full, with case notes and illus- 
érations, in an early number of the British Journal of Surgery. | 





3 Douglas's Surgical Diseases of the Abdomen, p. 181. 








LireRARY INTELLIGENCE.—In view of the new 
issue of the British Pharmacopceia Messrs. Cassell and Co., 
Limited, will very shortly publish a new edition of ‘‘ Materia 
Medica and Therapeutics,”’ by Dr. J. Mitchell Bruce, assisted 
by Dr. W. J. Dilling, rearranged and rewritten to correspond 
thereto. 
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DuRING a recent visit to France (kindly permitted 
by the Director-General of the Army Medical De- 
partment and at the request of the French Embassy) 
for the purpose of installing the Urgency Cases 
Hospital for the French wounded, I had the oppor- 
tunity of seeing Dr. Haret, the radiologist to the 
3rd Army, at work in one of the hospitals near 
the front. I think it may interest the readers 
of THE LANCET to know how excellent are the 
arrangements for carrying out radioscopy in the 
scattered hospitals near the front where it would 
be impracticable to instal a permanent apparatus. 

A large covered motor ambulance carries, not 
only the operator and his assistant, but also a 
dynamo, which can be worked by the engine of the 
motor, and a transformer that can be used in those 
hospitals where there is an electric supply. It also 
carries a folding couch, stretchers, and all the 
apparatus necessary for radioscopy. This ambu- 
lance mobile regularly visits in turn the hospitals 
over a wide area, but if required for any special 
case it is available on giving short notice. 

Dr. Haret told me that he had made as many as 
50 radioscopic examinations with localisations in 
one morning and with each case is furnished a chart 
and drawing. It was most interesting to witness 
the celerity and skill with which the drawings were 
effected. In our hospitals in England radiography 
is more generally employed, and where a fixed 
apparatus is available and the necessary photo- 
graphic chamber installed it presents many 
advantages over radioscopy, but in the crowded 
hospitals close to the battle line where 50 to 
100 badly wounded cases may be brought in any 
morning, nothing but the most expeditious methods 
can be made use of, and here I have no hesitation 
in giving the preference to radioscopy. 

In the Urgency Cases Hospital attached to the 
3rd French Army we have an excellent X ray outfit, 
which was supplied by Messrs. Watson and Sons, of 
Great Portland-street, London, W., under the kind 
supervision of Sir James Mackenzie Davidson, and 
Mr. J. G. Everitt, our skilful radiographer, carries 
out the work with great celerity and accuracy. 
For instance, in the case of a recent shell wound 
of the shoulder with enormous swelling, I saw 
the X ray examination made and localisation 
of a large fragment of shrapnel casing effected by 
the method suggested by Sir James Mackenzie 
Davidson, and then a radiograph was made within 
a quarter of an hour, and half an hour later the 
fragment was removed by Mr. J. Cairns Forsyth, 
F.R.C.S., the ‘“ médecin-chef” of the hospital. 

In the greater number of our cases we give the 
preference to radiography, but in simple cases 
radioscopy alone is employed. 

Appended is an extract from a paper given to me 
by Dr. Haret which demonstrates his methods. 

A Simple Method for the Localisation of Projectiles by 

Radioscopy, by Dr. HARET and Dr. SCHLESINGER.* 

Localisation of projectiles becomes of more practical 
value as the means and methods are more accurately 
constructed, but all the technique has the defect of 





1 Inspector-General Mignon has authorised the publication of this note. 
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requiring radiographic reproductions, and of being too com- 
plicated. Much of the apparatus employed by civil 
radiologists in their consulting-rooms, where various instru- 
ments requiring delicate and long manipulation can be 
provided, is not practicable within the zone of a fighting 
army. For the last three months we have been working 
with a Gaiffe transport cart for radiology, midway between 
the front and the base—that is to say, in a district that has 
been largely devastated, and where we are reduced to find 
our own material and to use only such as presents no 
necessity for frequent repair. We have to work quickly and 
surely to give information to the surgeons, who have an 
enormous task before them and very little time to lose 
in fruitless investigations. The simplest means to fit 
to the circumstances are required, and we have consequently 
adopted for the localisation of projectiles a method which, 
while its construction can be managed with the means 
at our disposal, gives the surgeon accurate information 
by a simple consultation of the screen. The method is 
based on the principle of triangulation and has been adapted 
to radiology. 

We left Paris with a radiographic and radioscopic plant, 
but with the belief that the latter would prove the more 
valuable, a view that was quickly confirmed. At the front 
the localisation of projectiles by a plan on the screen 
direct, and a sketch, is the method of choice, and we have 
had the gratification of meeting with the approval of eminent 
surgeons who previously had given their preference to radio- 
graphy. But to be useful and satisfactory radioscopy must 
be done in a special way. The sufferer reclines with the bulb 
below and the screen above—this is the best method of 
examination. In this way we are prepared for all eventuali- 
ties in the region to be examined, whatever the state of the 
wounded, without having to modify the disposition of our 
apparatus and without loss of time. The bulb, furnished 
with a protective top and iris diaphragm, has a slide fixed 
on the edge of the table which permits every movement 
in the same horizontal plane. The screen, supported by 
another slide fixed on the opposite edge of the table, will move 
at the will of the radiologist above the patient. The patient 
can remain on the stretcher which is placed on the table, 
all useless and painful movement being thus avoided. We 
then make a radioscope of him from head to foot, stopping 
at the injured spots to construct a diagram on the screen, 
which replaces with advantage the perishable radiograph 
which takes so long to obtain. For we seek no fine 
details of bony structure, but only- fractures, bullets, 
and pieces of shrapnel or shell, all of which things 
are perfectly visible on the screen wherever situated, 
when this is placed in the right position and the Chabaud 
bulb is properly manipulated. In order to be able to make 
every movement we arrange the radioscope by fixing the 

— bulb on its support at a given 
i distance from the surface of the table. 
We measure the distance of the focal 
point of the anticathode from the 
upper surface of this table—call it 
zecm. If now we place the horizontal 
screen in contact with the top of 
the table we shall mark on the 
screen that distance z in centimetres, 
and we shall adjust that scale, so 
that when the screen is fixed for an 
examination we read directly the 
distance AB exact from the focal point 
of the anticathode to the screen. This 
done, the use of a small ‘‘cleat”’ 
allows us in the darkness to displace 
by 10 cm. the bulb on the slide in the 
direction of the length of the table. 
1€_.0,0_. To localise the depth of a projectile 
A A during radioscopy, the screen is placed 
in contact with the skin over the part affected ; the normal 
ray is made to pass by the projectile, and a shadow is 
obtained on the screen which is marked with a soft (gras) 
crayon as point B. (Fig. 1.) Then the bulb is moved the 
length of the slide for the distance A—a’, which we have 
fixed as10 cm., and the projectile gives us a second image B’, 
which we also mark. We can measure the distance BB’ of 
the two images of the projectile on the screen. The focal point 
of the anticathode in its twodisplacements and the twoimages 
of the projectile are in the same plane as the projectile. 








Tees To aarevraom 7 


wpe YP Cf AawTT. TOIL TODAY’ AR TTIW MWeT wn wTAarTT nna 


It is sufficient, then, for recognising the depth of the 
foreign body, to construct in the space the two triangles 
BPB’ and A’ PA, which have two sides BP and P< in a straight 
line. The sides BB’ and AA’ are perpendicular to the straight 

line AB, and we know 

Fig. 2. caves : 
y simply reading them 
off the distances BB’ 
fe and AA’; if we join 
ieee ot . by a thread the points 
= A’B’ we obtain on the 
line BA a point P at 
i the apex of the two 
triangles, which is the 
* exact point at which 











the skin. 

For practical pur- 
poses we have devised 
the following plan. On 
a flat board (in this 
case the cover of the 
coil) is glued a dress- 
maker’s metric tape 
measure of which one 
f Ae Pees edge, the left, for ex- 

ri ample (Figs. 2 and 3), 
represents the line AB, 
and at a’ we fix a fine 
thread. We then take 
a set-square whose two sides containing the right angle 
are graduated in centimetres. To locate the situation of 
the projectile will then be very simple. For a thickness aB, 
we place the apex of the right angle of the square at 
the point B on the edge of the tape, corresponding to the 
number of centimetres indicated by the support of the 
screen. On the side BB’ of the 
square we note the figure found 
for the variation of the shadow 
of the projectile. If with the 
thread we then join A’B’ the 
thread cuts the line AB at a point 
P such that PB is the distance of 
the projectile from the skin. 

When for any reason we cannot 
apply the screen directly to the 
skin we perform the same opera- 
tions by noting the difference of 
level between the place where the 
screen is applied and that whence 
the normal ray leaves the skin ; 
we shall only have to diminish 
this distance on the figure 
found. 

To sum up. ‘The depth is 
determined by the following 


; { the projectile is 

NA. situated ; the distance 

£ 7 BG 2 BP, which can easily be 
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operations :— ~N 
1. Contact of the screen with Ee 

the skin at the affected point. S§ 
2. Marking on the screen of the yg 

normal ray passing by the pro- <g = 

jectile. we 
3. Displacement of the bulb 2 

(10cm.) along the slide. RS 
4. Marking of the new shadow 

of the projectile on the screen. > 








5. Measuring the distance A A A 
between these two marks. 

6. Reading off on the stem of the screen of the arti- 
cathode-screen distance. 

7. Placing the apex of the right angle of the set-square 
at the figure corresponding to this distance on the tape- 
measure. 

8. Stretching the thread from A to the figure of the edge 
BB’ of the square corresponding to the difference in centi- 
metres of the two marks of the image. 

9. Reading off on the vertical edge of the square of the 
figure at which the thread cuts this line; tis gives the 
depth of the projectile from pe skin. 

8 
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This little device seems to us so simple that we 
make it known to those of our canfréres who are | 
deprived, as we are, of the fragile apparatus for localisation, | 
but who can always find 
available a dressmaker’s 
tape-measure, a piece of 
card to make a set-square 


FIG. 


and stores required. (Fig. 4.) Driven from the 
motor is a dynamo, which generates electricity, 
not only for lighting the interior and exterior 

of the car, but also for 
4. the X ray work itself. 
Included in the equip- 





from, and some thread. 


Since the  out- 
break of war various 
designs have been 
brought out to meet 
the requirements of 
radiographers who 
are working in the 
field and clearing 
hospitals, but none 
seems more completely 
thought out than the 
“radiologic auto- 
mobile,” particulars 
of which have been 
kindly furnished me 
by the distinguished 
Présidente of the Croix 
Rouge Francaise. 

Briefly, the outfit consists of a powerful modern 
motor chassis, upon which 








The ‘* Radiologic Automobile.” 


ment carried on the car 
is a dark tent in which 
the actual examina- 
tions take place, and the 
necessary table on which 
the patient is placed, 
and, in fact, no detail 
seems to have been for- 
gotten. (Figs. 5 and 6.) 

By means of one of 
these cars radioscopy or 
radiography can be per- 
formed anywhere, and as 
one outfit will serve a 
considerable number of 
hospitals great economy 
both in personnel and in 
money is effected. The 
cost of each complete in- 
stallation is £850,andthe 
Society of the Croix Rouge Francaise, 9, Knights- 





is mounted a van | bridge, London, S.W., is anxious to name each car 


body divided into two compartments, the inner | after a donor, whose name would be placed on it. 


Fic. 5. 














The automobile together with the dark tent in position. 


of which is a completely equipped photographic | 
dark-room for developing X ray plates, 





Fic. 6. 














Interior view of the dark tent during X ray examination. 


The appended photographs, with permission to 


the | make use of them, have been kindly lent me by the 


remainder of the car being most ingeniously Présidente of the Croix Rouge. 


fitted to carry the whole of the appliances 


Basil-street, S.W. 








BLACKWATER FEVER. 
By R. W. BURKITT, F.R.C.S. [REL. 





SEEING that “ blackwater fever” is a disease with | 


such a frightful mortality and that its treatment so | 
far is not satisfactory, I consider that I am hardly | 
justified in waiting for further cases before record- | 
ing what seems to be the wonderful effect of | 
neosalvarsan on it, as judged by these two cases | 
(the only cases of this disease on which I have used | 
it). The earlier case was in practically a hopeless | 
condition and having rigors continuously when [| 


gave him the neosalvarsan. The latter case was! 


given neosalvarsan four hours after the blackwater 
appeared. 


CasE 1.—The patient, aged 28, a professional white 
hunter, of temperate habits, had had ‘‘ fever” on and off for 
a year. Quinine had been taken very irregularly. The 
spleen was a little enlarged. The laboratory report on the 
blood on July 20th, 1914, stated that no malarial parasites 
were present ; some unknown bodies were seen ; on the 28th 
no malarial parasites were seen. The urine report on the 
20th stated that there were oxy- and methemoglobin (very 
heavy), epithelial and granular casts, and an enormous 
quantity of débris. The progress of the case was as follows. 
On July 20th the patient had had nosleep. The urine was inky- 
black, acid, and HbO was present. Jaundice was deep and 
increasing. There was constant vomiting; the vomit was 
quite black. The spleen was just palpable. At 10 A.M. the 
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temperature was 103:1°F. An intravenous injection of 
hypertonic solution (Rogers), 4 pints, was given, also 
pituitary extract. At 2P.M. the temperature was 103-4°. 
Morphine, 1/4 grain, and hyoscine, 1/100 grain, were 
given. The vomiting stopped for six hours. At 6 P.M. 
rigors occurred; the temperature was 104°. CaCl,, 30 
grains, was given. At 10 P.M. the temperature was 101-6°. 
On the 21st the patient had had no sleep. HbO was present 
in the urine. At 2 A.M. there were rigors; the temperature 
was 104-79, falling at 6 A.M. to 99°5°. At 10 4.M. there 
were again rigors ; the temperature was 104°. Neosalvarsan, 
0-9 grm., was given intravenously with 2 pints of saline. 
Two hours after the infusion the patient said that he felt 
cured ; the vomiting ceased ; the temperature was 101°. On 
the 22nd he had slept well. The urine contained a trace of 


‘four-hour Chart. 





July 20th 2lst 22nd = 23rd 24th 25th 


HbO. The temperature was 100-1° at 6 p.m., and then ranged 
between 99°3° on the 23rd (6 P.M.) and 976° on the 25th 
(noon), being 98-6° on the 26th (8 P.m.). HbO was com- 
pletely gone from the urine on the 23rd ; on the 24th a trace 
of albumin was present, but no trace on the 25th. On the 
24th the spleen was not palpable. ‘The patient was given 
CaCl,, 10 grains, twice daily, and an iron and arsenic tonic. 
He felt desperately weak but rapidly improved, and joined 
the Mounted Forces on August 8th. 


CASE 2.—The patient, aged 50, married, was robust and 
of very temperate habits. He had had ‘‘blackwater’”’ very 
badly 25 years ago, and migrated from Rhodesia to British 
East Africa to try to get rid of the effects of it, which kept 
him weak for five years. For the last four months he had 
been having ‘‘fever” on and off, and had been taking a 
good deal of quinine both by mouth and needle. During the 
past few weeks he had been getting very low. He had 
been trading for the last four months in Uganda and 
Kavarondo. The laboratory report on the blood, which 
was taken at 6 P.M. on Dec. 17th, 1914, just before the 
infusion of ‘‘914,” showed that there were no parasites. 
On the 15th the patient had fever all day, feeling 
very ill. On the 16th he had had no sleep. He was 
retching all day and was very ill. The urine was acid 
and normal, At 10 A.M. the temperature was 100° F. He 
was given quinine, 10 grains, which was vomited. At 
10 p.M. there was very high fever, but the temperature was 
not taken. He had quinine, 10 grains, which was retained. 
On the 17th he had had no sleep. He was retching all day 
and was veryill. Inthe afternoon he was jaundiced. At2 P.M. 
there were very severe rigors ; the temperature was not taken. 
he urine was as black as ink, very thick, and hard to pass. 
At 6 P.M. the temperature was 100°. He received an intra- 
venous injection of neosalvarsan 0:9 grm., with two pints 
of saline; also morphine, 1/6 grain, and _hyoscine, 
1/100 grain. The laboratory report on the urine before the 
infusion stated that it contained an enormous quantity of 
oxyhemoglobin, a certain amount of methemoglobin, and 
an immense quantity of débris. At midnight the tempera- 
ture was 98°49. On the 18th he had slept well all through 
the night. The urine contained no HbO ; there was a slight 
trace of albumin. The temperature was 97°6°. On the 
19th the temperature was 97°6°. There was no trace of 
albumin in the urine. The patient was very weak, but was 
improving rapidly. CaC),, 10 grains twice daily, was given, 
and an iron and arsenic mixtyre. On the 23rd there were 
no parasites or pigment in the blood ; there were poikilo- 
cytosis and polychromatophilia. The white cell count was: 
polymorphs 56°5 per cent., large mononuclears 13-5, 
lymphocytes 28, and eosinophiles 2 per cent. 

Nairobi, 








THE THEORY OF THE TELEPHONE 
PROB 


By R. G. CANTI, M.R.C.S. Ena., L.R.C.P. Lonn., 


JUNIOR DEMONSTRATOR OF PATHOLOGY, 8ST, BARTHOLOMEW’S 
HOSPITAL, LONDON. 





WHILST nothing but the simplest electrical 
phenomena are involved in the theory of the 
telephone probe, nevertheless an exact knowledge 
of it is necessary both that the operator may appre- 
ciate what is happening when the sounds reach his 
ears, and that the instrument may be so employed 
or modified that the most satisfactory results may 
be obtained. 

The instrument was designed for the location of 
bullets and other foreign metallic matter within 
the human body. It consists essentially of a 
telephone receiver, one terminal of which is elec- 
trically connected with the skin of the patient by 
means of a flat electrode covered with wet cloth, 
whilst the other terminal is connected with a 
metallic probe. A dry battery may or may not be 
inserted in series with the telephone. The probe 
is introduced along the track of the bullet, and on 
contact being made with the latter a sound is 
produced in the telephone. (Fig. 1.) 


Fig. 1. 






t 


Telephone probe. B, Battery. §E, Electrode. pP, Probe. 
T, Telephone. 

r = Resistance of the tissues and telephone (a constant), 
ri = Resistance of the area of contact of the probe with 
the tissues. r* = Resistance of the area of contact of the 
bullet with the tissues. It is proportional to the area of 
the surface of the bullet, and therefore approximately to 
its size. 

The intensity of the sound in a telephone is pro- 
portional to the current which is suddenly made to 
flow through it (within the limits for which the 
telephone is designed), and this is equal to the 
electromotive force divided by the resistance of the 


circuit. Or, C 


E 

Now, suppose an attempt is made to locate a 
bullet in a patient. Directly the probe touches the 
tissues the resistance of the circuit is lowered from 
infinity to some high figure, and a current begins 
to flow. A click is heard in the telephone, but 
instantly the flow of current becomes even, and the 
sound ceases because the diaphragm of the tele- 
phone is again stationary. The current which 
caused the sound and which is now flowing is 


E , 
represented by C =. The diaphragm, how- 


ever, is slightly drawn in towards the magnets so 
that, if the probe is withdrawn from the wound, at 
the moment of breaking contact another click is 
heard which is caused by the return of the dia- 
phragm to its original position. These sounds are 
always heard but must be ignored. When the 
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probe is pushed further and further into the 
wound the quantity of r; is decreased, by reason of 
the increased area of contact of the surface of the 
probe with the tissues, and the flow of current 
through the telephone is therefore increased. This 
takes place very gradually, and the diaphragm is 
attracted evenly and slowly towards the magnets 
and no further sound is produced. 

Now suppose the probe touches the bullet. There 
is now an additional path of flow open to the current 
—that is, from the bullet itself to the tissues— 
and its resistance, r*, being added in parallel 
to r', the total resistance of the circuit is suddenly 
lowered, the current therefore is increased and a 
sound is heard. The current now flowing is repre- 
E 
rr. 
°F 3 rae 
are in parallel the total resistance is equal to their 
product divided by their sum.) If the area of the 
bullet is large the resistance r° will be low and the 
sqund in the telephone loud, and conversely a small 
piece of metal will give rise to a comparatively weak 
sound. Should the contact between the probe and 
the bullet be now broken another sound will be 
audible in the telephone, and, further, an irregular 
grating sound will be heard as long as the probe is 
rubbed up against the bullet and the contact 
continually broken and remade. 

As regards the various factors which determine 
the efficiency of the apparatus, the following 
points should be noted. 

1. Sterilisation.—All those portions of the instru- 
ment which come in contact with the tissues or 
the surgeon’s hands should be capable of being 
easily detached for sterilisation and made of such 
material as will not deteriorate by boiling or other 
means employed for rendering them aseptic. As 
it is not necessary for the leads to be highly 
insulated, they may conveniently be made of bare 
flexible woven copper cord, which can be boiled 
along with the other instruments and has the 
advantage of not easily becoming entangled or 
kinking. 

2. Uses and limitations.—Any good electrically 
conducting body, even if extremely small, is readily 
detected, and other solid material such as bone 
gives rise to no sounds whatever. Bullets, shrapnel, 
and other pieces of metal can thus be located where 
the simple probe fails to give any tactile sensation, 
or when the tactile sensation of bone may lead 
the operator astray. The instrument should com- 
prise, besides probes of various sizes, one or more 
pairs of forceps for extracting bullets which can be 
rapidly and easily placed in the circuit in like 
manner to the probe. In the case of the forceps 
each limb should be separately connected with the 
lead, as otherwise sounds may be obtained by 
the rubbing together of the two halves of the 
forceps. Should other instruments be required 
for use at the same time they may be all 
connected up to the same lead by copper cords, 
placed in the instrument tray when not in use, 
and used if necessary more than one at a time; 
being all of the same potential they will not 
produce sounds in the telephone when they touch 
one another. Since a piece of metal the size of 
only a smal! fraction of a needle can so readily be 
detected, this method used with a scalpel aid 
dissecting forceps connected in the circuit should 
prove very valuable for the difficult and tedious 
surgical operation of searching for a needle in the 
hand. (Fig. 2.) 


sented by C = (When two resistances 


It shouid be distinctly understood that the instru- 
ment is only of real value when the ordinary 
methods of detection are of no avail, and when the 
X ray, if obtainable, is deceptive. 


Fig. 2. 
S. 
F. 
e. 
B. sf 
Same as Fig. 1 with scalpel and forceps in place of probe. 8, Scalpel. 
*, Forceps. 


3. The telephone.—This part of the instrument 
should be highly sensitive to the slightest varia- 
tions in current, and should be by a reliable maker, 
as an inferior article gives poor results. A pair of 
telephone receivers should be used connected 
together with a head-piece, and having a total 
resistance somewhere between 100 and 1000 ohms. 

4. The source of the current.—Many telephone 
probes are not supplied with a battery, but are 
designed to be used with the small current 
generated at the area of contact of the body with 
the electrode, which is sometimes made of metal 
and sometimes of carbon. The potential of this 
skin current is only a small fraction of a volt. 
Much louder sounds are obtained, and much 
smaller pieces of metal can be located by employ- 
ing a few dry cells in series with the telephone. 
Two batteries as used in small flash-lamps 
and having a potential of 6 volts are sufficient. 
The reason why a higher voltage is more advan- 
tageous is that, all other conditions being the same, 
there is a greater difference in the amount of 
current flowing through the telephone before and 
after contact with the bullet, and therefore louder 
sounds are obtained. By referring to the formula 


E 
c= R it follows that, when the probe touches the 


bullet and the value R is suddenly lowered, the 
higher the value of E, the greater will be the 
current made to flow suddenly through the 
telephone. 

5. The probe.—Finally the instrument can be 
rendered markedly more efficient if an “insulated 
probe”’ be used in place of the ordinary bare probe. 


Fic. 3. 






M.P. 
Ls. 


The probe. 1.s., Insulated shaft. M.P., Metallic point. 


(Fig. 3.) By again referring to C ao (before 
E 
contact with the bullet). C = ho (after con- 
rt Yi Tf Fo 


tact), it is seen that a much greater increment of 
current will result if the resistance r is high. 
And as r; is the resistance between the probe and 





the tissues, the area of the former coming into 
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contact with the. latter should be reduced to a 
minimum. In order to achieve this the probe 
should be made of silver or some other non- 


ccorrodible substance, with a small knob at the end, 


and with the shaft covered with white gum-elastic 
material which will not deteriorate by the ordinary 
methods of sterilisation. This insulated probe is 
further advantageous in that instruments not con- 
nected in the circuit may be passed along it without 
creating sounds in the telephone. 

N.B.—Since the above description was written, 
Mr. Gillies has afforded the benefit of his experience 
by the following valuable suggestion. The lead 
usually connected with the probe is connected to 
an electrode secured on to the operator's arm, 
whilst the probe is held in the hand and used with- 
out any metallic connexion with the rest of the 
apparatus. By this means the current is made to 
flow through the body of the operator in addition to 
its usual course. This it will do without appreciable 
loss of efficiency, the only points to be observed 
being that the hand must be wet and must not be 
covered with a rubber glove. The advantages are 
that instruments do not have to be attached and 
detached continually, and that any instrument can 
be used which has not been specially made to fit 
the apparatus. 





THE SIGNIFICANCE OF NUCLEAR VARIA- 
TIONS OF NEUTROPHILE LEUCOCYTES 
(ARNETH COUNTS) IN WEST AFRICA. 


By J. W. SCOTT MACFIE, M.A., M.B. CANTAB., 


WEST AFRICAN MEDICAL STAFF. 





RECENT investigations into the effect on white 
men of residence in a tropical climate have shown 
that a definite change may be observed in the 
blood—namely, a “ shift to the left’ of the Arneth 
count. Chamberlain and Vedder (1911) made 
Arneth counts on 72 American soldiers in the 
Philippines, and for comparison on 50 Filipinos. 
They concluded that “the average Arneth picture 
showed a marked shift to the left in the case of 
Filipinos and a slight shift in the same direction 
for Americans resident more than one year in the 
Philippines.” More recently Breinl and Priestley 
(1914) performed Arneth counts on 150 school 
children living in tropical Queensland, and found 
that they showed “a marked shift to the left, the 
Arneth index being 745 as compared to 40 for 
normal individuals (Arneth) in Europe,” and they 
expressed the opinion that this change was “due 
to the effect of a tropical climate upon the white 
race living in the tropics.” 

The exact significance of this “ shift to the left” 
in the Arneth count is not yet determined with 
certainty, but is by most authors considered to be 
“ the expression of a lowered resistance of the body 
to infection.” Arneth himself believed the neutro- 
philes of his Classes I. and II. to be immature 
leucocytes. Breinl and Priestley, however, dissent 
from this view, pointing out that according to 
Busse (1910), and to some experiments of their own, 
no difference in the phagocytic power of the neutro- 
phile leucocytes belonging to the different classes 
distinguished by Arneth could be demonstrated in 
viiro. These authors express the opinion that the 
shift is the outcome of purely climatic influences, 
and point out that it becomes more pronounced 
after a prolonged residence. The phenomenon is 
at any rate an extremely interesting one in view of 
the tendency at the present time to deny that 
tlimate in itself affects Europeans in the tropics. 





A number of Arneth counts were performed at 
Accra during the latter months of 1914 on sick and 
healthy Europeans and natives. The investigations 
are still being carried on, and a complete account of 
the results obtained will be delayed until later. Itmay, 
however, be stated at once that malaria infections 
appeared to have a marked effect on the Arneth 
blood picture. In a number of cases of malarial 
fever in which there was a heavy infection with 
the subtertian parasite (P. falciparum) there was 
found to be a well-marked “ shift to the left” of the 
Arneth count, and this phenomenon persisted after 
all parasites had vanished from the blood, and after 
the patients had recovered from the attacks. Details 
of only one case need be given here (see Table). 
This was a fatal case of malaria in which 47°65 per 
cent. of the red blood corpuscles were invaded by 
parasites. On performing an Arneth count it was 
found that no less than 95°5 per cent. of the 
neutrophile leucocytes belonged to the Classes I. 
and Ii. The great majority of the neutrophile 
leucocytes had sickle-shaped nuclei. 


Table showing Arneth Count in an Exceptionally Intense 
Malarial Infection (P. falciparum). 





| Arneth classification per cent. 
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In this case the neutrophile leucocytes had in- 
gested a large number of malaria parasites which 
were clearly visible in their cytoplasm. It was 
therefore possible, using the number of these as 
an index, to gauge the phagocytic power of the 
various cells in vivo. As, however, the leucocytes 
of Classes I. and II. predominated to such a marked 
extent, it was difficult to find a sufficient number of 
those belonging to the higher classes for com- 
parison. It was nevertheless noted that the leuco- 
cytes in which the ingested parasites were most 
numerous were almost always those of Class L, 
some of which contained as many as 30 or 40 
crowded into their cytoplasm. This observation 
would seem to indicate that there is at least no 
reduction of the phagocytic activity in the neutro- 
phile leucocytes of Arneth’s Class I. The observation 
also supports the view of Breinl and Priestley that 
“the Arneth picture is an expression of the func- 
tional activity of the leucopoietic system”’; for if 
their hypothesis were true, it would be in such 
diseases as subtertian malaria, that profoundly 
affect the spleen and the bone marrow, that one 
might expect to find a marked “shift to the left” 
indicating a morbid activity of these tissues. 

It is not my intention to discuss the matter 
further at present, as I hope to return to the 
subject at a later date; but it may be pointed out 
that in interpreting the significance of a “ shift to 
the left” in the Arneth blood counts in West 
Africa the. bearing of malarial infections, both 
recent and more remote, will have to be carefully 
considered. 


Bibliography.—A. Breinl (1914): The Influence of Climate, Disease, 
and Surroundings on the White Race living in the Tropics, Journal of 
Tropical Medicine and Hygiene, vol. xvii., p. 267. A. Breinl and 
H. Priestley (1914): Changes in the Neutrophile Blood Picture of 
Arneth observed in Children living in Tropical egg o— 


ical Medicine and Parasitology, vol. vili., p. 
Gaebiriatn (1914): The Influence of Tropical Residence on the Blood, 
American Journal of Tropical Diseases, vol. ii.,p. 41. Chamberlain 


and Vedder (1911): A Study of Arneth’s Nuclear Classification ot the 
Neutrophiles, &e.. Philippine Journal of Science, vol. vi., p. 403. 
(Quoted by Breinl and Priestley.) Busse (1910): Phagozytose und 
Arneth’sches Blutbild, Miinchener Medizinische Wochenschrift, No. 2, 
p. 70. (Quoted by Brein! and Priestley.) 
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EXTRA-UTERINE GESTATION 

APPENDICITIS. 

By E, MANSEL SYMPSON, M.A., M.D. CANTAB., 
M.R.C.S. ENG., 


MAJOR, R.A.M.C. (T.F.); HONORARY SURGEON, LINCOLN 
COUNTY HOSPITAL, 


SIMULATING 





On April 18th, 1914, a married woman, aged 
22 years, was admitted into the County Hospital, 
Lincoln, under my care, suffering apparently from 
an attack of appendicitis. The following history 
was given. The first serious attack of pain in the 
right side of the abdomen came on on April 13th 
and continued off and on till another more serious 
attack on the evening of the 17th, accompanied by 

«vomiting. The patient had had two children, the 
‘tast of whom was born on Dec. Ist, 1913. A menstrual 
period had ceased at the beginning of April, but 
some loss appeared on April 13th and continued till 
the day of operation. There was tenderness in the 
right iliac fossa on deep palpation, but no definite 
swelling, and the abdomen moved freely on respira- 
tion. The temperature was normal; the tongue 
only slightly coated. As she was menstruating and 
the pain seemed to be leaving her, I decided to wait 
a few days before operating. 

On April 29th I made the usual incision for 
appendicectomy, and on opening the peritoneum 
found that part of the abdomen occupied with blood 
clot and some fresh blood. This at once suggested 
extra-uterine pregnancy, so I closed the wound, 
opened the abdomen in the middle line, washed out 
the hemorrhage, found, tied, and cut off the right 
_ ovary and tube, of which the outer third was much 
enlarged, and in which the gestation sac was 
situated. This had burst intraperitoneally, and was 
probably, judging also from the patient’s history, 
of about 11 to 12 weeks’ growth. The uterus was 
somewhat enlarged, and slight hemorrhage had 
occurred through the cervix. 

The after-history is unimportant, as the patient 
made an excellent recovery, and was discharged 
from hospital on May 19th, 1914. 

A very similar case came under the care of my 
colleague, Major D. J. G. Watkin, at the hospital, 
almost simultaneously. 

Lincoln. 





NOTE ON A TUMOUR OF THE MAXILLARY 
ANTRUM. 


By H. N. TAytor, M.A. CANTAB., 
F.R.C.S. EDIN., 


MAJOR, R.A.M.C, (T.F.); SURGEON, EBBW VALE HOSPITAL, 
MONMOUTHSHIRE, 


M.D. Dvus., 





ON Feb. 15th last Mrs. , aged 34 years, came to 
the hospital as an out-patient, complaining of pain 
“in the right side of the face.” On examination 
there were pain and tenderness over the right 
cheek, with apparently some little bulging of the 
affected side, with symptoms of neuralgia of the 
right infra-orbital nerve. There was no nasal 
discharge, no obstruction of the nasal duct, and 
no exophthalmos. The teeth had been extracted 
some months previously with an idea of relieving 





pronounced rather than improved. Internally there 
was a distinct prominence of the antral wall over 
the alveolus, with a sensation that the wall of the 
cavity was “thinned out.” On transillumination 
the right side was found to be quite opaque, in 
marked distinction to the rosy glow transmitted 
through the left maxillary region. 

I admitted the patient to the hospital and sub- 
sequently opened somewhat freely the antrum over 
the alveolus. A hard, indistinctly lobulated tumour 
presented itself, which was, with some difficulty, 
delivered through the opening. It proved to be a 
dense greyish-white conical growth about two and 
a half inches long with a base of about an inch, one 
edge of which was partly attached to a small bony 
ridge in the antral cavity, which I snipped off to 
complete the removal. On cutting into the growth 
the appearance suggested a fibroma with a few 
small. hemorrhages into the substance of it. I, 
however, sent a piece of the growth to the Clinical 
Research Society, and append the society’s report 
and a micro-photograph :— 





This is a very unusual form of growth, and its nature is 
quite obscure. It is largely composed of tough, fibrous 
tissue, but all around near the surface there are masses 
of gland-like elements and lymphatics with proliferating 
epithelium. This portion suggests an endotheliomatous 
growth not unlike some forms of parotid endothelioraa, and 
if this is the true nature of the tumour, then the bulk of it must 
represent a fibrous transformation. There is no normal tissue 
present, so that we cannot say whether there is any infil- 
tration, but the appearances do not suggest malignancy. 
The magnification is x 200. 

The cavity rapidly filled up and the patient left 
the hospital in a fortnight very satisfied that the 
constant pain she had suffered for over 12 months 
was now completely—and I hope permanently— 


removed. 
Ebbw Vale, Mon. 








Donations AND Brquests.—Subject to certain 
life interests the late Mr. Thomas Ballington, of Edgbaston, 
Birmingham, has left by will £2000 each to five Birmingham 
hospitals, £500 to the Birmingham General Dispensary, and 
smaller sums to 10 other medical charities in Birmingham.— 
By the will of the late Mr. A. Sutton, of West Bromwich, 
the Eye Department of the West Bromwich District Hospital 
and the Ackrill Nursing Home will each receive £1000.— 
The St. Albans Hospital and the West Herts Hospital 
will receive £2000 and £1000 respectively under the will 





the pain, but the symptoms had become more 
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Rledical Societies, 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF ANESTHETICS. 


The Influence of Preliminary Narcotics on General 
Anesthesia. 

A MEETING of this section was held on March 5th, Dr. 
HAROLD Low, the President, being in the chair. 

Dr. J. BLUMFELD, after referring to the previous dis- 
cussion on this subject four years ago, when the procedure 
was novel and very diverse views were put forward as to its 
value, said that further experience had enabled us to 
exercise discrimination and to declare that there were 
cases where this method was of the greatest value, 
and others where it should not be employed. The first 
point which he wished to raise was the routine use 
of preliminary narcotics. His own view was that none 
of these drugs should be employed as a routine except 
atropine. It was not a reasonable course of action to pre- 
scribe morphia and scopolamine for patients whom they had 
not seen beforehand, or unless at least they had satisfied 
themselves that in every probability these drugs would not 
upset the patient. It was also necessary that the patient 
should not have to walk or be disturbed before the operation. 
{t was particularly in hospital practice that he objected to 
their routine use, because it often happened that the 
experienced anzsthetist who was expected did not actually 
give the anesthetic, which then fell to the lot of an 
inexperienced junior, who would not have had a preliminary 
injection given had he known he was to be the anesthetist. 
These remarks did not apply to atropine which rendered con- 
venient the free use of open ether. Again, the case might 
turn out to be one in which deep chloroform anzsthesia was 
indicated, and he thought that was not a method to be safely 
practised. ‘The advantages to be derived from the use of 
these narcotic drugs were, firstly, a quiet induction with 
a patient indifferent or asleep; secondly, a diminished 
consumption of anesthetic; and, thirdly, diminution or 
absence of all deleterious after-effects. Scopolamine 
alone, or combined with morphine, was more potent and 
gave great help in highly nervous individuals. Yet 
there were cases in which these drugs caused nausea or 
excitement. Again, these drugs, in his opinion, prolonged 
induction and particularly delayed complete muscular re- 
laxation. With regard to after-effects, the balance of 
evidence was in favour of the good results from scopolamine 
with or without morphia. Sickness was sometimes delayed ; 
more often it did not occur or was slight. He preferred to 
use these drugs in highly nervous individuals, in all long 
nose and throat cases, and in all very muscular, plethoric, 
or alcoholic individuals. In the nose and throat cases a 
light degree of narcosis was possible with unabolished cough 
reflexes. 

Sir FREDERIC HEWITT said that he had a high opinion of 
the use of preliminary narcotics, provided care and discretion 
were exercised. Whenever practicable the anesthetist should 
see his patient some time before the operation. In certain 
special cases a trial administration might be made a day or 
two before the operation. He had no doubt as to the general 
advantages of the plan of preliminary narcotisation. 
Atropine was very valuable in preventing nasal or oral 
secretions. He had never seen any contra-indications to its 
use. He had of late become rather shy of scopolamine 
except in cases where definite pre-anzsthetic stupor was 
indicated. Provided there were no contra-indications, he 
was inclined to use morphine and atropine, 4 gr. for adult 
males, 1/6 gr. for women, with 1/150 gr. of atropine, before 
practically every operation. He preferred freshly pre- 
pared solutions to tabloids. Morphine should not be 
given to patients suffering from respiratory difficulties, 
nor in throat, nose, and mouth operations liable to be 
attended by hemorrhage, unless a light anesthesia was 
maintained. He did not think the profession fully realised 
the importance of a rapid return of the reflexes after these 
operations. He agreed that the sleep-like breathing of 
morphinised patients sometimes prolonged the administra- 
tion. He did not remember any case in which marked 
slowing of breathing had taken place during full anzsthesia. 





Dr. W. H. TATE was entirely in favour of the preliminary use 
of narcotics, either morphine and atropine alone or combined 
with hyoscine. Hyoscine was not advisable in old and feeble 
patients. In his experience, which embraced operations 
chiefly on the lower abdomen, there had been no difficulty 
in obtaining satisfactory relaxation. In many cases the 
patient’s senses were partly dulled, in some there was 
entire freedom from nervous tension. It was quite an 
exception for any troublesome sickness to occur. 

Dr. JANE TURNBULL agreed with Dr. Blumfeld that the 
use of atropine alone was very satisfactory, and the use of 
morphine and atropine in operations on the nasal passages 
was of great value. 

Dr. Z. MENNELL completely agreed with Dr. Blumfeld’s 
conclusions. He thought it must be generally allowed that 
scopolamine sometimes made difficult complete relaxation 
in high abdominal cases. 

Mr. H. E. G. BoyYLeE thought that the discussion had 
emphasised one point—viz., that anesthetists ought to see 
their patients a day or two before the operation. It was 
obviously wrong to prescribe a routine dose of any narcotic 
without first seeing the patient. It was an important point 
that patient and anesthetist should not be strangers on the 
morning of operation. He had found recently that a fairly 
strong dose of morphine and scopolamine with atropine had 
been of benefit during the induction of soldiers who, although 
outwardly calm, were one and all nervous. A great drawback 
was the intense thirst and dryness of the mouth produced. 

Dr. G. A. BARTON had practically adopted the adminis- 
tration of narcotics before anesthesia as a routine method 
during the last three years. He thought solutions were 
better than tabloids. Owing to the depression of the respi- 
ratory centre induction was slower than usual unless, as in 
his own practice, ethyl chloride were added to the chloro- 
form, or ether or combinations of these agents used for 
induction. Struggling was less marked. The best results 
during anesthesia were obtained by a full dose of morphia 
and scopolamine, say } gr. and 1/100 gr. as a routine, with 
more morphia for strong big men, with the subsequent use 
of the minimal dosage of open ether. He liked to keep a brisk 
corneal reflex. With this form of narcosis shock practically 
never occurred. He had practically given up strychnine or 
pituitrin saline infusion, and artificial respiration. He 
deprecated the use of chloroform with narcotics. After 
referring to the dangers of chloroform and the work of 
Dr. A. G. Levy he said that following the use of alkaloids and 
open ether the patient generally slept comfortably, and was 
rarely troubled with vomiting or other discomforts. One 
occasionally came across cases of idiosyncrasy to morphine 
and scopolamine. 

Dr. F. E. SHIpwAy said he was entirely in favour 
of preliminary narcotisation whenever possible. It was a 
kindness to the patient and a help to the anesthetist. He 
preferred morphine and atropine for the majority of cases, 
with the addition of scopolamine for very nervous patients. 
Scopolamine sometimes made induction slow, and delayed 
the onset of complete muscular relaxation in operations upon 
the upper abdomen. Small doses of morphine with atropine 
were an advantage in operations upon the nose, throat, and 
mouth. As regards after-results, patients made a better 
recovery if narcotics had been given. He thought that 
flatulence was not, on the whole, increased. Chloretone 
could be substituted for morphine in selected cases; he had 
found it useful sometimes for patients who had on previous 
occasions been much troubled by vomiting. 

The PRESIDENT said that most anesthetists were now 
able to give an expert opinion as to the advisability of using 
narcotic drugs as a preliminary to anwsthesia. He quite 
agreed with Dr. Blumfeld that their routine use in hospital 
practice was not advisable. In unskilled hands their use was 
not free from risk. At St. Thomas’s Hospital the resident 
staff were not allowed to use narcotic drugs. Deep chloroform 
anesthesia should never be induced subsequent to their 
administration. He had never seen any ill effects from the 
use of atropine. He was in favour of the use of morphine 
and atropine in skilled hands and in selected cases, but he 
was not so certain of scopolamine, the action of which was 
not always to be depended upon. Following the use of 
morphine and atropine the patient was asleep or in a state of 
quietude, less anesthetic was required, and post-anzsthetic 
sickness was rare. He hoped that if he had ever to undergo 


an operation he might be given a preliminary narcotic 
injection. 
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ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 





SECTION OF STATE MEDICINE. 


The Recent Outbreak of Cerebro-spinal Meningitis in the 
Dublin Military District. 

A MEETING of this section was held on April 16th, 
Dr. T. P. C. KIRKPATRICK, the President, being in the 
chair. 

Dr. G. E. NESBITT gave an account of the recent outbreak 
of cerebro-spinal meningitis in Ireland. Eighty-nine cases 
had been notified to the Local Government Board since 
Jan. 28th last, of which 30 had occurred in the Dublin 
Military District, with which his remarks were chiefly con- 
cerned. The mortality rate, so far as his figures were avail- 
able, was 50 per-cent. The features of the outbreak were in 
accordance with general experience. No source of infection 
could be ascertained in the majority, and no two cases 
occurred in the same building. He emphasised the import- 
ance of early diagnosis, if necessary by lumbar puncture, 
and pointed out that in Lreland in civil practice too little 
attention was paid to the examination of contacts. In 
military practice the greatest importance was attached to 
‘this matter, and careful search was made for carriers. He 
sketched briefly the routine method of examination and the 
steps employed to limit the extension of the disease. 

Professor E. J. MCWEENEY said the disease was one 
that had an intense attraction for the pathologist. He 
suggested as an explanation of this disease that the cases of 
cerebro-spinal meningitis that occur only constitute a 
small minority of the cases of an epidemic catarrhal affection ; 
the mystery of the disease would then disappear, leaving a 
widespread catarrhal affection all over the country, with here 
and there a meningitic complication. How the diplococcus 
got from the pharynx into the cranial cavity had been 
under investigation for a long time, and light had recently 
been thrown on this by the discovery of the meningo- 
coccus in the blood. He recommended that in a case 
of suspected meningitis 10 c.c. of blood should be 
removed from the arm for examination. He also impressed 
upon clinicians the necessity for doing lumbar puncture 
early, and said it would be found to be a matter of extreme 
simplicity if the proper needle was used. He pointed out 
that one of the leading features of this bacillus was its 
extraordinary tendency to die off, and he considered that 
this might be due to the fulminating character of the micro- 
organism, and it was just possible that the fulminating cases 
were the ones in which there was difficulty experienced in 
getting the organisms. 

Sir JoHN MooRE compared the statistics of cerebro-spinal 
fever with those of whooping-cough. In the 13 weeks 
ending April 3rd the deaths from the latter disease 
numbered 98, as compared with 8 from cerebro-spinal 
fever, and notwithstanding the enormous toll exactea by 
whooping-cough amongst infants it was not a notifiable 
disease. He was glad that Dr. Nesbitt did not allude to 
that most misleading term ‘‘ spotted fever,” and he would 
like to know if any of his cases were marked by purpuric 
eruption. 

Dr. J. A. Matson mentioned two cases of the disease 
which came under his care. One of them was so spotted 
that he thought at first it was a case of typhus fever, and the 
other showed no spots. In both cases the patients recovered. 

Dr. J. MARSHALL Day said six of the cases came under 
his care. Two of them came from outside the city, and were 
therefore not notifiable in the Dublin registration area. All 
the patients died with one exception. All patients admitted 
to hospital were given spinal injections, but he bad very 
little success with serum except in the one case. Referring 
to cases of a prolonged type, he recalled the case of a child 
in which he tried injections of fibrolysin, and the patient 
rapidly improved and was discharged, but came back a fort- 
night afterwards stone deaf. In another case a child was 
nearly blind ; fibrolysin was tried and the sight came back. 
Although full investigation was made in two of the cases 
=_— no connexion with any previous cases could be 

ound. 

The rest of the meeting was occupied by a paper by Sir 
JOHN MooRE on the exploitation of medical men in the 


matter of medical certifica‘es. We notice the communica- 
tion elsewhere. 7 





Hebietos and Hotices of Books. 


The Minor Horrors of War. 

By A. E. Surpiey, Sc.D., F.R.S., Master of Christ’s 

College, Cambridge. London: Smith, Elder, and Co. 

1915. Pp. 166. Price ls. 6d. 

THIs little book can be recommended, not only 
to the medical staff of the Expeditionary Force, 
but to all who are living in camp, bivouacking, 
travelling in hot countries, or are in any way 
deprived of the means of securing an ideal cleanli- 
ness of person. It tells all that anyone can need, 
and* more than most people desire, to know about 
insect plagues and how to circumvent them; and, 
secondly, it has been, as the author admits, “writtem 
in a certain spirit of gaiety,” and thus makes enter- 
taining the study of a subject in itself rather 
repulsive. 

Beginning with the louse, the author mentions 
that typhus fever has been proved to be spread by 
P. vestimenti in a recent outbreak in Ireland; both 
this species and P. capitis spread relapsing fever. 
The first rule in dealing with the parasite is to 
search the person as often as possible for signs of 
its presence, and then to apply petrol, paraffin, or 
other insecticide, and to examine and treat the 
clothing. The wearing of sulphur in calico bags, 
about 2 inches square, next the skin is also recom- 
mended. In regard to the bed-bug Professor C. J. 
Martin’s statement is quoted, that there is really no 
evidence to incriminate this insect in the case of 
either typhus or relapsing fever, and no epidemio- 
logical reason for supposing that infection by its 
means takes place to any extent in nature. Fleas 
and lice suck blood several times a day, but bugs 
“show no disposition to.feed for a day or two after 
a full meal; their dejections were found to be fully 
digested, almost free from protein, and consisted 
mostly of alkaline hematin.” It is pointed out 
that the wooden huts which have been erected to 
so great an extent recently will afford convenient 
quarters for bugs. Against them fumigation with 
sulphur is recommended: it is much less expensive 
and less dangerous than using hydrocyanic acid gas: 
also the “ flares” used by painters for burning off 
paint have been found to exterminate them from 
match-boarding and wainscoting. The establish- 
ment of the fact of the conveyance of plague by 
means of fleas has removed them “out of the 
category of those animals which it is indelicate to 
discuss,” though, compared with the company to 
whom Dr. Shipley has already introduced his 
readers, the flea is socially unobjectionable. The 
common idea that the chief occupation of monkeys. 
(at any rate in the Zoological Gardens) is the 
chase of the flea is declared to be erroneous: 
we are told that “no fleas have been found truly 
parasitic on monkeys,” although usually in confine- 
ment a human flea attacks them, which implies that 
it is the monkey that has ground for complaint. The 
relation of fleas to plague is described, and the 
efficacy of cowdung floors for keeping them away is 
vouched for. 

The ingenious and important researches of 
Lieutenant-Colonel W. W. O. Beveridge, R.A.M.C., 
and Mr. Durrant on the moth which infests army 
biscuits (Ephestia Kiihniella) are summarised. 





The best way of getting rid of the pest is thorough 
fumigation of the flour mill premises with carbon 
bisulphide, but it is judiciously recommended that 
“as this substance is not only poisonous but inflam- 
mable, it is well to get a chemist to undertake the 
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proceeding, and also to notify the insurance com- 
party.” The pathetic story is told of the troops in 
Egypt in 1801 whose biscuits were so full of worms 
“that the men could only eat them in the dark.” 
The discussion of the pathogenic activities of flies 
takes two chapters, and this without entering on 
the subject of malaria at all. Mites, ticks, and 
leeches are fully illustrated, and their many 
activities described in detail, with apt quotations 
and illustrations. These chapters first appeared in 
the columns of the British Medical Journal ; they 
are well worth reproduction in their present form. 
There are rather more misprints than would be 
expected—* von Hinderberg” might be passed, but 
“ Hydrophylus” hardly. We have to thank Dr. 
Shipley for a most useful and entertaining book. 





Students’ Text-book of Hygiene. 

By W. JAMES WILson, M.D., D.Sc. Belf., D.P.H. Cantab. 

London: William Heinemann. 1915. Pp. 270. 

‘Bs. 6d. net. 

THIS text-book, which Dr. Wilson has based on 
courses of lectures given during the past seven 
years to the hygiene class of the Queen’s University, 
Belfast, forms a handy little volume, well printed, 
light to hold, and essentially readable. It succeeds, 
we think, in going over the enormous territory 
which is now occupied by “hygiene” in a way 
well calculated to interest the student; and with- 
out burdening him overmuch with the laws, forms, 
and official schemes necessary for the practical 
administrator it gives a large amount of essential 
information. Reservations have occasionally to be 
made—for example, to the statements that on an 
average a quarter of a ton of refuse is produced per 
head of population per year; that carburetted water 
gas contains 30 per cent. of carbon monoxide; that 
good cheese usually contains three times as much 
fat as the same weight of meat, or that water 
“reservoirs should hold at least 150 days supply.” 
But if in practice things are not so simple and 
straightforward as they may be represented in the 
lecture room, the student is none the worse for 
being put somewhere there or thereabouts on 
such questions. 

It is evident that Dr. Wilson’s book is the 
product of wide reading, and his short accounts 
of different matters are usually in very good 
perspective. Perhaps an exception may be made 
in respect of the chapter on infectious diseases, 
which seems to give too little consideration to their 
natural history, their occurrence as epidemics, and 
the degree to which they attack race, sex, and age. 
Dr. Wilson draws freely on recent contributions 
to knowledge in the matter of spread of infection 
by carrier cases, but we think that the present- 
day student, besides being taught the large number 
of difficulties which the carrier has removed, might 
well be given a caution as to the new difficulties 
which are thus created. Gilbert's saying that when 
everyone is somebody no one is anybody deserves 
to be remembered when the carrier is pressed over- 
much in explanation of epidemic diseases. 


Price 





MISCELLANEOUS VOLUMES. 

THE public owes a debt of gratitude to the Trustees of the 
British Museum for their many excellent and cheap hand- 
books to the collections of specimens exhibited in their 
galleries. Another handbook to the series has just been 
added which explains in a succinct and admirable way the 
meaning of the interest which attaches to the discovery of 
‘the Piltdown skull, to which there have been many references 
in the pages of Taz LANcET. A Guide to the Fossil Remains 
of Man in thé Department of Geology and Paleontology in 
the British Musewm (Natural History) is a little book of 








30 pages which summarises the evolutionary theory of man 
through the primates and describes the Piltdown man, so 
far as we are able to conceive him, from the skull which 
was discovered by Mr. Charles Dawson in 1912. The repro- 
ductions of photographs of the fragments of the skull and 
the drawings of teeth, together with flints found in the river 
gravel at Piltdown, are admirably done, and the handbook 
should certainly find a place among the literature of the 
subject. The Guide can be obtained, price 4d., in London, 
at the Museum (South Kensington), of Messrs. B. Quaritch, 
and of Messrs. Dulau and Co.; in Birmingham, from the 
Midland Educational Company ; in Manchester, from Messrs. 
Sherrat and Hughes; and in Glasgow, from the Grant 
Educational Company. 

The war naturally continues to claim wide attention, and 
the output of books relating thereto is extensive. In Thou 
Art the Man: the Story of a Great Crime (London: T. 
Werner Laurie, Limited. 1915. Pp. 94. Price 1s. net), 
by Mr. SipNEY DARK, the author endeavours to help those 
who do not read Blue-books to form a clear understanding 
as to why the war began, what exactly are the forces against 
which the Allies are struggling, and why we must fight until 
those forces are subdued. He tells the story of the German 
Empire and the atavism which now characterises it to impress 
the public with the fact that Prussianised Germany desires to 
force other peoples to be German whether they will or no. 
In How Belgiwm Saved Ewrope, by CHARLES SAROLEA, witha 
preface by Count GOBLET D’ALVIELLA, Belgian Secretary of 
State, anda map of Belgium (London: William Heinemann. 
1915. Pp. 226. Price 2s.), the author, who is the 
Belgian Consul in Edinburgh, has written a very readable 
book which, like the preceding, throws a great deal of light 
on Germany of to-day as distinguished from Germany of 
Lessing and Goethe, though its primary object is to present 
a record of Belgium’s sufferings as a consequence of her 
rigid adhesion to duty. A chapter is devoted to a character 
sketch of King Albert, one of the most popular monarchs of 
to-day, while others give in well-chosen words a vivid picture 
of Belgium's martyrdom.—In Mietzsche: the Preacher of 
War, translated by HELEN ZIMMERN (London and Edin- 
burgh: T. N. Foulis. Pp. 268. Price 1s. net), we are 
presented with views on religion, on virtue, on what is noble, 
and so on, but the views are not in accord with accepted 
principles of right and wrong. As a specimen of the 
teaching of Nietzsche the book is interesting. 








JOURNALS AND MAGAZINES. 

The Military Swrgeon (Chicago).—In the March number 
Colonel H. P. Birmingham, Medical Corps, United States 
Army, Chief Surgeon of the United States Expeditionary Force 
in Vera Cruz, April 24th to Nev. 23rd, 1914, reports on the 
sanitary work done during the occupation. The sanitary 
problem was grave as there was small-pox in the city and 
the population was unvaccinated, flies were a ‘ terrific” 
pest from want of scavenging, cerebro-spinal meningitis 
had been recently prevalent, the time for malaria was 
approaching, yellow fellow had indeed been mastered 
during the preceding five years, still there was tuber- 
culosis (very prevalent) to beware of. Immediately on 
landing houses occupied as barracks were thoroughly 
cleaned and disinfected, company kitchens and messes 
were promptly screened, and 3-grain doses of sulphate of 
quinine were issued daily to the force. The army was pro- 
tected against small-pox and typhoid fever, so these diseases 
caused no anxiety to the medical officers. Water carriage 
of excreta was generally available, but where necessary 
latrines were dug, fitted with fly-proof covers and burnt out 
(with 74 1b. hay and 1 gallon crude oil) twice daily. Manure 
and rubbish were sent to the destructors; picket lines were 
kept clean and burnt over every week. Baths were installed, 
the disposal of waste waters was carefully watched, and 
69,000 gallons of crude oil were used for oiling stagnant 
water, while in addition 61 miles of drainage ditches were dug. 
The hospitals and sanitary administration of Vera Cruz were 
taken over, the port and quarantine by that most capable body, 
the United States Public Health Service, the rest by the army. 
A small corps of specialist sanitarians was sent up from the 
canal zone, and many of the Mexican staff were induced tuo 
remain, and did well. 46,420 vaccinations were done. The 
city was inspected throughout every five days, and foods 
were all regularly examined. Deaths from malaria fell 
to one-tenth of the average. Venereal disease was limited 
by the issue of prophylactic packets to civilians as well 
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as to troops, and by the weekly examination of all suspected 
women, and the instructive figures are recorded that of 
registered women 25 per cent., and of clandestine prosti- 
tates 90 per cent. were diseased. No typhoid fever occurred 
and no cerebro-spinal meningitis. Dysentery, fly-carried, 
did appear, in a few cases amecebic, in 76 cases bacillary 
(Shiga) with one death. The military hospital of 216 beds 
was established in a new and hitherto unoccupied school. A 
bacteriological laboratory was there established, was much 
used, and controlled all important clinical diagnoses. In 
consequence of all this ‘‘ the occupation of Vera Cruz was 
attended by no higher percentage in the sick rate than 
for the troops in the United States.” The details given in 
the paper are most interesting, and should be widely read, 
and Colonel Birmingham and the United States Army 
Medical Corps‘ must be warmly congratulated on their 
splendid success. 

The Eugenics Review.—The April issue opens with the 
second Galton lecture by Professor J. A. Thomson, to 
which we referred at length in our issue of Feb. 27th. 
This, together with a criticism of M. Guénot’s ‘ Pre- 
adaptation,” by R. A. Fisher and C. 8. Stock, and the 
.Gauses of Rise and Fall in the Population of the Ancient 
World, by Professor J. L. Myres, Wykeham Professor of 
Ancient History at Oxford, form the principal contents of 
the Review. The latter article gives us a ‘‘ sample of ancient 
eugenics,” covering 1000 years, and under the guidance of 
Professor Myres we see ‘‘ populations overtaking the means 
of subsistence in a limited region ; the relief of this congestion 
by colonisation oversea ; the complete occupation and develop- 
ment of colonial regions ; the pacific penetration of the regions 
of stable or less progressive culture by aggressive civilisation, 
itself in rapid development; forcible dispossession of 
obstructive occupants, and no less forcible elimination of 
competitors for maintenance within the home circle of the 
conqueror.” ‘‘ History,” he says, ‘‘is as surely as geology a 
comparative science, and in the light of...... fossil politics...... 
we can estimate the outcome of policies and modes of life.” 
He recognises, however, that we cannot be sure that no 
catastrophe will occur to change the course of nature 
altogether, and with this reservation the article is opportune 
when we are all speculating as to the probable course of 
history after the war. 

The Cornhill.—To the May number of the Cornhill Mr. 
Gilbert Coleridge contributes a very human and valuable 
article, entitled ‘* Thinking in Open Order.” ‘‘ We are,” he 
says, ‘‘apt just now to blame the Kaiser personally for the 
atrocities committed by the German army in Belgium and 
France, but he is only responsible in so far that he has made 
no effort to discourage acts which were the logical result of 
the collective military training and habits of thought of his 
people. The point of view is well expressed in ‘ Friedens- und 
Kriegsmoral der Heere,’ which Mr. William James quotes in 
his ‘Varieties of Religious Experiences,’ where the fol- 
lowing frank statement appears: ‘If the soldier is to 
be good for anything as a soldier, he must be exactly 
the opposite of a reasoning and thinking man. War, 
and even peace (sic), require of the soldier absolute 
peculiar standards of morality. The recruit brings with 
him common moral notions, of which he must seek 
immediately to get rid. For him victory, success, must be 
everything. The most barbaric tendencies in man come to 
life again in war, and for war’s uses they are incom- 
mensurably good.’ Whereupon Mr. James justly remarks: 
‘When we gravely ask ourselves whether this wholesale 
organisation of irrationality and crime be our only bulwark 
against effeminacy, we stand aghast at the thought, and 
think more kindly of ascetic religion.’ How far the German 
soldier has been ‘exactly the opposite of a reasoning 
and thinking man’ his exploits in towns and in the open 
field will testify. The nation in its drunkenness has set 
out to paint Europe red, and is making a night of it; but 
‘after the shrimps, the bill’; after the orgy comes the head- 
ache in the morning, and when the light of truth breaks in 
upon a hungry peace and shows to the reveller the havoc of 
the night, it is possible we may keep a grain of pity for the 
deluded people who took no heed of what other nations 
thought, stifled independent criticism, and carefully arranged 
their thinking in close order. But not till after the hand- 
cuffs are on. It may be that they will readopt ‘ common 
moral notions.’ Possibly they may come to realise that 
cleverness and thoroughness are not incompatible with 
sheer stupidity.” 
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Circumstances in which Relief is Allowed. 

THE importance of the accurate completion of the form of 
return under ‘* Schedule D” may be gathered from the fact 
that there are at least five classes of relief which are allowed 
only when they are duly claimed—that is to say, the allow- 
ances for life assurance premiums, abatement, and children, 
and the separate reductions of duty admitted on earned 
incomes and on all incomes below certain limits. 

The circumstances in which each description of relief is 
allowed are as follows :— 

Life Asswrance.—All annual premiums payable in 1915-16 
on the life of the practitioner or his wife up to a limit of 
one-sixth of the total income, including annual sums paid 
for deferred annuities and on accident policies that cover 
the risk of death, and also a proportion of the premiums paid 
on combined (sickness and accident) policies that cover the 
risk of death. 

Abatement of £160, £150, £120, or £70, where the total 
joint income of husband and wife does not exceed £400, 
£500, £600, or £700 respectively; total exemption where not 
exceeding £160. 

Earned Income Relief.—A reduction of duty on the portion 
of the income that is earned, governed by the amount 
of the total income from all sources. The relief at present is 
at the rate of 1s. in the £ where the total income is under 
£1001; 9d. where under £1501; 6d., under £2001; and 
2d., under £2501; and the reduction is allowed on the 
income remaining after the deductions for abatement, Xc., 
have been made. 

Small Incomes Relief.—This applies, in effect, to the 
income that would otherwise be charged at the full rate of 
tax, and is limited to cases where the total income from all 
sources does not exceed £500, the allowance being at the 
rate of 2d. in the £, unless the total income does not exceed 
£300, when the allowance is 6d. in the £. 

Children.— An allowance of £20 from the assessment for 
each child or stepchild living and under 16 years of age on 
April 6th, 1915, where the total income does not exceed 
£500. 

The cumulative effect of these rebates will best be explained 
by means of an example. Suppose a practitioner to earn 
£450 a year, to own a small property assessed to income-tax 
Schedule A on £25, to pay £30 in life assurance premiums, anil 
to possess two children under 16 years of age, anda wife who 
has an income of £20 from dividends. His ‘‘ total income from 
all sources” will be £495, of which £450 is earned. He will be 
entitled to an abatement of £150, allowance of £40 for the 
two children, and £30 for the life assurance premiums, leaving 
£230 professional income on which tax is to be charged. This 
£230 will, if present rates continue, be charged at the rate 
of 1s. 6d. (after allowance of the ‘‘ earned income ”’ relief of 
1s. proper to an income below £1001), and he will further be 
entitled to the ‘‘ small incomes” relief of 2d. in the £ on his 
property and on his wife’s dividends. He should therefore be 
charged on £230 at 1s. 6d., less £45 (£25 + £20) at 2d., 
making £16 17s. 6d. net in addition to the tax paid on the 
property and dividends. 


The Completion of the Return. 


In completing the form the first step is to enter in 
Section B the amount of the professional profits on the 
average of the three years 1912, 1913, and 1914, 
after deducting the professional expenses, as previously 
explained, but without deduction for life assurance 
premiums. The words ‘‘including receipts from public 
appointments” should be added if such receipts have been 
included ; otherwise the appointments should not be referred 
to on this page. In Section B should also be entered any 
other untaxed income that the practitioner may receive, 
such as bank interest, but not dividends paid ‘* free of tax, 
an expression which means that the company has deducted 
the tax in computing the dividends. If the practitioner 
desires that his return should not come before the local 
Commissioners and collector he should here apply to be 
assessed by the Special Commissioners in London, a course 
frequently adopted by medical men. 

The statement of total income from all sources to be made 
in Section D is of the greatest importance, since it is on the 
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strength of this statement that the allowances for abate- 
ment, earned income, and small income relief are made. 
The declaration is required to show, in the first place, the 
professional income that has already been returned in 
Section B, and in addition the receipts from public appoint- 
ments, unless these have been included in calculating the 
general professional income. Under the head of ‘‘ property” 
should be entered the annual rentals, less one-sixth for pre- 
mises that the owner repairs and less one-eighth in the case of 
iand. Whiere the practitioner both owns and occupies the 
property the figure to be entered is the net assessment on which 
income-tax, Schedule A (property tax), has been paid, and it 
will often be found convenient to adopt this basis for all 
property. The space provided for income from the occupation 
of land applies only to persons occupying land other than an 
acre of garden round a house, the profits from such other land 
being taken at one-third the rental value. Interest and 
dividends which have been taxed before receipt (or entered 
in Section B) should be shown in the space provided, on the 
basis of the 1914 income, unless there is reason to suppose 
that the 1915 income will be materially different, in which 
case an estimate might be made. Full details are not 
usually required under this head, nor under the following 
head of Wife’s Income, provided the income can properly be 
described as ‘‘taxed before receipt.” Although a wife's 
income is required to be included in the statement, a prac- 
titioner who prefers not to set it out separately may include 
it with his own under the various heads and make a note on 
the form that he has done so. It may be remarked that where 
husband and wife conduct independent practices or otherwise 
earn money independently of one another, and the total joint 
income is under £500, they are entitled to two separate 
abatements. 

There follows on the form a space for ‘‘charges on 
income,” in which should be entered annuities, interest, 
ground rent, and other sums which the recipient of the 
income has to pay away to others. In making such annual 
payments income tax should be deducted from them at the 
full rate of tax, and the full rate will accordingly be charged 
on these sums, whatever relief may be allowed on the 
practitioner’s other income. 

Section E, which is provided for particulars of the life 
assurance premiums, presents no difficulty; and Section F, 
the claim for relief for children, calls merely for a list of 
the children born after April 6th, 1899, and before Apri) 7th, 
1915. 

Partnership Income. 

Section G of the form is devoted to a return to be made 
by the leading partner in a firm, or, where there is no 
precedence, by the partner whose name usually appears first 
in partnership documents. The partner on whom devolves 
the completion of this declaration is responsible in the first 
place for making the combined return of the partnership 
profits in one sum in Section B, and then for showing 
in the section now under consideration the manner in 
which the assessment should be apportioned between 
the partners. The return in Section B will be the 
total average profits of the joint practices for the 
three years 1912, 1913, and 1914 (after deduction of all 
expenses, including the expense of any separate professional 
establishments of the partners), and the idea of Section G 
is to indicate how this figure would be apportioned between 
the partners at the rate of division that will apply in the 
year 1915-16. Where the proportionate shares have varied 
over the three years that fact is immaterial ; only the current 
rates of division have to be considered. The completion of 
this section is often found troublesome, but becomes com- 
paratively simple if it is borne in mind that the 
object is to show how much each partner would draw 
in 1915 if the partnership profits for that year were 
equal to the sum returned for assessment. Thus, suppose 
the average profits to be returned at £1000, subject 
to a charge of £100 a year for interest or annuity to a third 
party, the sum to be divided will be £900. A is perhaps 
entitled in the year 1915 to draw £60 by way of special 
salary or interest and two-thirds the balance, B receiving 
the remaining one-third. The apportionment will then be 
shown as: A £620 (£60+£560) and B £280 (one-third of 
£840). There are, of course, cases in which the proper 
apportionment of the sum returned for assessment will have 
tobe a matter of agreement between the partners on con- 
$d eration of the normal professional expenses of each. 





It is to be observed that although a combined return is 
required to be made of the partnership profits, each partner 
is personally entitled to a deduction from his share of the 
assessment on account of whatever allowance may be 
due to him in the way of abatement, life assurance, 
earned income relief, &c., and these he must claim on a 
separate form by completing Sections D, E, and F in the 
manner explained above. 

Successions. 

The successor to a practice is required to declare the 
average profits of the practice for the past three years to 
the best of his ability with the information at his command ; 
the profits that he himself may have made elsewhere do not 
come into the computation. If he should take over the 
practice in the course of the year he will be liable for his 
portion of the assessment, but in such a case should com- 
municate with the surveyor of taxes in order to ensure that 
the allowances to which he is personally entitled are made 
from the assessment. A successor who finds the profits less 
than the sum on which he has been charged may always 
claim relief, but if his profits should be greater that fact 
does not invalidate the assessment. 
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A NEW TELEPHONE PROBE. 


For a telephone probe provisionally protected by me last 
December certain advantages are claimed over others already 
in use. It should prove useful to the general practitioner 
for locating needles, &c., as well as to the military surgeon 
for detecting the presence of bullets or pieces of shrapnel 
and the like in wounds. The probe consists of a silver rod 


Fic. 1. 























Plug of the telephone probe in its holder and the probe ready 
for use. 


Fic. 2. 














Interior of the box with the telephone probe detached. 
insulated from a sheath of the same metal, forming the two 


electrodes. They are attached toa plug by insulated wires 
encased in rubber tubing. In the lid of the box are fixed 
the plug-holder, a specially wound telephone, and a dry 





cell of the ordinary flash-light pattern. The latter, when 
exhausted, can be replaced for a few pence almost anywhere. 
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When the plug is in its holder an electric current is estab- 
lished on inserting the probe into a wound, contact 
between rod and sheath being effected through the moist 
surfaces. Any disturbance of the flow or interference 
with the lines of force of the current, such as occurs 
when a piece of metal is touched by the probe, will be 
instantly indicated by an audible noise in the telephone. 
The chief points claimed for this probe are its simplicity, 
efficiency, and small liability to get out of order, and it can be 
used by one having no knowledge of electricity, as efficiently 
as by one well acquainted with its uses. There is nothing 
to fix on the head of the operator, nor on the body of the 
patient. The noise in the telephone has not to be listened 
for, it is quite audible to everyone in the neighbourhood. 
The probe can be bent about as freely as the ordinary 
surgical probe, and with its connecting wires and plug forms 
a unit that can be sterilised by boiling as often as required. 
It would be an easy matter to make the electrodes the blades 
of a pair of forceps, or to add a bell indicator, &c.; but while 
these might add to its interest the possible gain in efficiency 
would. generally speaking, be more than counterbalanced by 
the loss in simplicity. 

These probes will be obtainable from Messrs. Allen and 
Hanburys, Limited, and other surgical instrument makers. 

at DaAvip FINDLAY, M.D. Edin., 


Medical Officer in Charge Electrical Department, West 
End Hospital for Nervous Diseases. 








Reports and Analptical Records 
THE LANCET LABORATORY. 
(1) OXYN'TIN ; anv (2) ENZYMOL. 


(MEsSRs. FAIRCHILD BROs. AND FOSTER, ALBERT CHAMBERS, 
64, HOLBORN Viabuct, LONDON, E.C.) 





1. Oxyntin is a light cream coloured powder con- 
taining albumin combined with hydrochloric acid. 
It is miscible with water, the solution having a 
slightly acid taste. We found that the amount of 
acid present was just under 5 per cent. Oxyntin 
usefully replaces dilute hydrochloric acid in the 
treatment of gastric disorders. It is convenient 
for administration, and provides in that way a 
standard amount of hydrochloric acid. 2. Enzymol 
is a clear solution which shows great proteolytic 
activity analogous to that of the gastric juice. 
According to our examination, it acts rapidly on 
blood fibrin. It is specially prepared for external 
application as a solvent of albuminous matter, as, 
for example, false membrane in diseased and 
sloughing tissues. Its active proteolytic properties 
allow septic matter to be easily removed by irrigation. 


. DIFFUSOL. 
(W. MARTINDALE, 10, NEW CAVENDISH-STREET, LONDON, W.) 


Diffusol is an alkaline, soapy solution of specially 
purified ortho-, meta- and para-cresol. For surgical 
purposes the selection of a practically water-white 
and nearly odourless cresol is important. The 
diffusible and penetrating properties of this pre- 
paration were referred to in the recent Hunterian 
oration. We confirmed the statement that diffusol 
contains 50 per cent. of cresol by decomposing’ it 
with calcium chloride and caustic soda. On filtra- 
tion the cresols are obtained in alkaline solution 
from which they are readily separated by the 
addition of an acid. 


MALT EXTRACT WITH PARAFFIN. 

(A. WANDER, LIMITED, 43, COWCROSS-STREET, LONDON, E.C.) 
In spite of this preparation presenting the appear- 
ance of a crystalline compound it contains, accord- 
ing to our analysis, no less than 50 per cent. by 


made by the makers. With water it forms a per- 
fectly uniform emulsion resembling milk. The 
fluid so obtained readily liquefies starch jelly, 
ultimately converting it into dextrin and sugar. 
The taste is pleasant, and the preparation affords 
an agreeable and effective way of administering 
petroleum for its laxative properties. The digestive 
action of the diastase present has therapeutic 
advantages also. 
ANTIFORMIN. 
(MEssRs. SUTTON AND PHILLIPS, THE Factory, 
STOWMARKET.) 

Antiformin possesses both powerful detergent 
and antiseptic properties. It is a carefully balanced 
combination of hypochlorite of soda with sodium 
hydrate. We found present 4°12 per cent. of avail- 
able chlorine and 7°6 per cent. of alkali. Its dis- 
solving action on various organic matters, dirt 
and grease is of great assistance in the work of 
disinfection, while chlorine, of course, is a powerful 
germicide. Besides of use in the refinements of 
antiseptic practice as for sterilising surgical instru- 
ments and application in diluted form in skin 
diseases, it is useful for household cleansing. Recent 
studies have shown how very powerful the hypo- 
chlorites are as germicides in the sterilisation 
of water, so that very dilute solutions are effec- 
tive. These considerations suggest application in 
surgical and medical practice more than has 
hitherto been the case. Antiformin has already 
been used with advantage in the bacteriological 
diagnosis of tuberculosis. 


CREAMWORT. 
(THE GLENN COMPANY, GARWICK, ISLE OF MAN.) 

This is a preparation of milk soured by a special 
lactic acid ferment. Lactic acid bacillus therapy 
has been on its trial for some time, and no doubt 
in many cases gives good results, but it is important 
that the sour milk should contain no adventitious 
matters or organisms. Creamwort reminds us of the 
curdled milk preparation called yaghourt which is 
consumed so largely in Turkey and in Bulgaria. 
It has a strong but pleasant acid flavour. Our 
analysis gave the following results: Moisture, 
89°53 per cent.; mineral matter, 0°76 per cent.; 
fat, 300 per cent.; milk sugar, 2°30 per cent.; 
lactic acid, 1°97 per cent.; and casein, 2°44 per cent. 
It thus shows the composition of sour milk. It 
possesses both nutritive and therapeutic properties. 
the lactic acid development being useful in intes- 
tinal auto-intoxication. 


MINERAL WATERS. 
(RICHARD Davis, 20, MADDOX-STREET, REGENT-STREET, W.) 


It is reported by this well-known manufacturer 
of mineral waters that the demand for these 
beverages has grown considerably since the war, 
which has led him to pay still further attention to 
their preparation. He has submitted to us samples 
of dry ginger ale, lemonade, tonic water, and ginger- 
beer. We have examined these and find they are 
well made, and in no case was any trace of ob- 
jectionable preservatives or metallic contamination 
found. They are quite wholesome beverages and 
we are glad to note that the amount of sugar 
present is not excessive. The ginger ale may well 
be described as dry, and it has a quite delicate 
flavour. It was free from sulphurous acid. The- 
stone ginger-beer is also a well-made beverage. 
Being fermented it contained a small amount of 
alcohol equal to 0°66 per cent. by volume, which i> 





weight of petroleum, which confirms the statement 


well below the limit laid down by the excise. 
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Nerves and War: The Mental 
Treatment Bill. 

IN the campaigns of the last century, and notably 
in the Franco-Prussian War of 1870, the strain of 
battle and the arduous conditions of active service 
were recognised as prolific sources of nervous and 
mental disorder. The development of military art 
since then, characterised as it has been by great 
and rapid progress in the discovery of increasingly 
powerful explosives and in their utilisation 
for destructive ends, has added very materially 
to the nerve-shattering influences of war, while 
with the larger scale of operations and the employ- 
ment of huge conscript armies the range of these 
influences has been enormously multiplied. As a 
result the problem of dealing with cases of nervous 
and mental disorder in soldiers on active service 
has become at the present day a matter of serious 
difficulty and of considerable practical importance. 

The procedure which has been followed hitherto 
in regard to cases of this sort occurring in the 
Expeditionary Force is very similar to that adopted 
in ordinary surgical and medical practice in the 
field. Specialists of acknowledged standing in the 
profession are attached to the large hospitals over- 
seas, and are called in to examine and report on 
all cases of traumatic neurasthenia and the milder 
psychoses. Under their instructions the patients 
are sent home to one of two clearing hospitals 
—viz., the Royal Victoria Hospital, Netley, 
and the 4th London Territorial Hospital at 
Denmark Hill, where special neurological sections 
have been organised, and they are thence 
transferred according to the _ exigencies of 
the individual case, either to one of the 
London hospitals for nervous diseases or to one 
of the institutions taken over by the military 
authorities for use as hospitals. The fact that 
several of these latter institutions were formerly 
lunatic asylums has given rise in some quarters 
to a feeling of anxiety lest the soldier patients 
sent there for treatment are being relegated to 
the category of the insane and may suffer in 
after life from the prejudice which the vulgar 
unfortunately entertain against the victim of 
mental disease. This feeling has found ex- 
pression in a memorial to Lord KITCHENER sug- 
gesting that arrangements should be made for 
treating soldiers suffering from nervous shock 
in specially organised departments in connexion 
with general hospitals. It is possible, if we may 
judge from the terms of the memorial, that some 
supporters of this view have been influenced by a 
needless suspicion of the lunacy expert, and have 
quite erroneously supposed that the alienist goes 








about seeking whom he may certify; but that 
qualifying consideration should not prevent us from 
recognising that the feeling voiced in the memorial 
is in itself a natural and proper feeling, and one, 
moreover, which we venture to think is shared by 
the large majority of alienist physicians. For years 
past alienists have been striving to impress on the 
public mind the urgent need of bringing the treat- 
ment of insanity into closer association with general 
medicine by the establishment of psychiatric clinics 
in connexion with the universities and the larger 
hospitals, and they have confidently maintained 
that by making proper provision in this way for 
the early treatment of incipient and undeveloped 
mental disorder it would be possible to save many 
patients who under the present system drift into 
incurable insanity. 

A statement of this view was formulated shortly 
after the outbreak of the war by one of the 
members of the Board of Control, Dr. C. H. Bonn, 
in his introductory address at the opening of the 
winter session at the Middlesex Hospital'; and it 
is hardly necessary to recall that the Maudsley 
Hospital, which will perpetuate the name and the 
generosity of one of the foremost living alienists, 
was designed by its founder to embody the 
same ideal. The advocates, therefore, of what 
may be termed the abortive treatment of the 
nervous disorders occurring in our soldiers under 
the strain of war can count on the sympathy 
and coéperation of the specialists in psychiatry; 
and this the more certainly because the cases which 
we are considering are peculiarly amenable to this 
mode of treatment. It is, in fact, well known that 
a very large proportion of the psychoses of soldiers 
on active service are of an eminently recoverable 
character. Dr. P. M. AWTOKRATOW, who, as the 
medical officer at the head of the organisation 
for the care of the insane in the Russian army 
during the Manchurian campaign, had excep- 
tional opportunities for studying this question, 
found’ that most of the cases of epileptic 
psychosis and ueurasthenic insanity—the com- 
monest forms of mental disorder occurring 
amongst the Russian soldiers—recovered com- 
pletely under appropriate treatment within three 
or four weeks. Presumably the same good results 
may be looked for in the majority of the con- 
fusional and neurasthenic cases sent back from 
the battlefields of Flanders, so that it would be 
obviously undesirable to apply to such cases the 
methods of certification and legal restraint that 
have to be used in dealing with graver and less 
curable forms of insanity. And as these invalid 
soldiers are subject to military discipline, the diffi- 
culties which unfortunately compel the resort to 
certification in similar cases occurring in civil life 
do not arise; in the army patients suffering from 
these incipient and unconfirmed disorders can be 
kept in hospital as long as competent medical 
opinion considers necessary without putting upon 





1 TuE Lancet, Oct. 17th, 1914, p. 935. 
2 Die Geisteskranken im Russischen Heere-wiihrend des Japanischen 
Krieges,' Allgemeine Zeitschrift fiir Psychiatrie, 19(7. 
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them the stigma of legal insanity. And here we may 
remark in passing that a modification of the law, 
giving to the physician in charge a similar power 
of limited control, is a necessary preliminary to the 
establishment of psychiatric clinics for the treat- 
ment of incipient mental and nervous troubles in 
Civilian patients. The critics of our present lunacy 
system would do great service if they would devote 
some part of their energies to promoting this 
reform. . 

In the meantime a Bill, the Mental Treatment 
Bill, has been introduced into the House of Commons 
by Mr. Cecin HARMsSWworTH, the Under Secretary for 
Home Affairs, the purport, briefly stated, being “ to 
facilitate the early treatment of mental disorder of 
recent origin arising from wounds, shock, and other 
causes.” Its text has now been issued, and a 
Memorandum attached to it gives a brief summary 
of: the law and the changes which it is proposed to 
effect init. The object of the Bill is to secure the 
proper treatment of such cases by making the law 
less rigid than at present. It removes the necessity 
for formal certification in the case of persons 
suffering from mental breakdown of recent origin 
and arising from wounds, shock, &c. In this respect 
it assimilates the English law to the law which has 
been in force in Scotland for 50 years and which 
has worked satisfactorily {Lunacy (Scotland) Act, 
1866, section 15). This Bill will enable a man 
who, in the service of his country, has 
suffered a nervous breakdown, to accept the 
treatment without being certified, but only for a 
period not exceeding six months and under con- 
ditions which should provide security against mis- 
use. The measure will be criticised as annulling 
the protection of the Lunacy Act by providing for 
detention in cases that are not properly certifiable, 
and as introducing unnecessary legislation, because 
there is nothing in the Lunacy Act which precludes 
medical care being bestowed upon such cases in 
homes or institutions where, moreover, invalid 
soldiers can be required to remain by military autho- 
rity; but the medical advisers of the War Office are, of 
course, alive, we must believe, to the special con- 
ditions of the problem, and we feel that they should 
be trusted to ensure that soldiers suffering from 
nervous shock will be treated by the best possible 
methods and with the help of all the resources of 
medical science. We do not think that there is ground 
for fearing that resort will be had without real and 
urgent necessity to any procedure likely to be pre- 
judicial to the patient’s prospects in after life. It 
is right, however, that public attention should be 
drawn to this side of the situation; the interest 
awakened thereby should do much to promote 
@ more sympathetic attitude towards the general 
problem of the treatment of the insane, and 
should materially assist the efforts of those alienist 
physicians who are striving to break down the 
artificial and mischievous barriers which, in popular 
belief, and to a regrettable extent even in medical 
practice, separate insanity from other conditions 
of disease. 





The Treatment of the Sick and 
Wounded in the War. 


Str ALMROTH WRIGHT'S address to the Royal 
Society of Medicine closes with an outspoken state- 
ment on the organisation of medical service at the 
war, in which he makes the distinct point that in 
the existing circumstances medical opinion at large 
should carry great weight. He points out that mili- 
tary medical activities fall under three heads—treat- 
ment in the field, sanitation in the field, and treat- 
ment in military hospitals, where the differentiation 
between base hospitals and clearing hospitals 
cannot in this enormous struggle be maintained 
with any.rigidity. The energies and organisation 
of the Royal Army Medical Corps are all em- 
ployed, and at full stretch, in coping with 
the exigencies arising under the first two heads 
of the classification—-and how well, with what 
courage, resourcefulness, and adaptability they 
have met those exigencies the world bears 
witness—leaving the treatment of the sick and 
wounded in the large hospitals mainly in the hands 
of civilian physicians and surgeons who have met 
the call upon them with enthusiasm. This state of 
affairs must continue, and the question which Sir 
ALMROTH WRIGHT puts is whether the medical 
service of the hospitals as a whole would not 
gain by official pronouncements in respect of 
procedure —whether the patients would not 
benefit by treatment according to some accepted 
principles, accepted, of course, after anxious investi- 
gation by recognised authorities; and whether the 
physicians and surgeons concerned would not 
welcome general guidance, seeing that their indi- 
vidual experiences must vary so much. 

The classification of medical work at the war into 
the three headings of sanitation, treatment in the 
field, and treatment in hospitals, is perfectly sound, 
and it is a fact that the third section of labour, the 
treatment of the sick and wounded in the military 
hospitals, has largely devolved upon civilian practi- 
tioners, who are justly proud of their responsi- 
bilities. That being so, it is the duty of us all to 
consider whether the methods. under which this 
work is being done are those that are calculated to 
extract from the members of the medical profession 
engaged the fullest value to their country in her 
need. And an expression of opinion on that 
subject from the medical profession at large 
will not be considered by the Army Medical Service 
as intrusive; for that service has been, from the 
moment that the scope of the task before the 
country could be envisaged, ready in every way 
to rely upon the best codperation of national medi- 
cine. It is not a question of civilians criticising 
army orders; rather it is a question of the medical 
profession deliberating whether their share in 
maintaining an army with which to fight the 
Germans would not be more fruitful if those 
of them now serving as commissioned officers 
were put in receipt of more orders. Of 
course, all the treatment of the wounded in the 
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military hospitals has the appearance of military 
organisation, but, as a matter of fact, the routine 
pursued must be very much that which, tested by 
experience and hallowed by custom, is pursued in 
big civilian hospitals. Now in civilian hospitals, 
and still more in general practice, which follows 
the lessons learned in the hospitals, work tends 
to conform to a pattern. Its variety is great, 
but the points between which variation occurs 
are at small distance from each other. There 
are answers which it is recognised should be 
given to most large questions of diagnosis or 
treatment which arise ; and every step can be taken 
with authority, either because the men who move 
are in a position to know, or because the course to 
be pursued has been pursued previously by such 
tried men. How has this position been arrived at? 
We all know that it is the outcome of years of 
intelligent routine in a sphere whose limits are 
bounded by the circumstances and possibilities of 
civil life, a sphere which has been enlarged 
a@s our recognition of the facts of pathology 
has widened, and which has contracted as 
medical science has been able to combat and 
remove certain diseases from among us, or 
to alter the frequency of their occurrence. In 
the civil hospitals by careful study of the con- 
ditions within their sphere a line of treatment has 
been arrived at. Not a hard-and-fast line, but a 
line of common consent, admitting of much 
fluctuation and ready to alter its situation upon 
good cause being shown. But the mark of 
authority is there, and can be constantly main- 
tained by the watching of cases remaining long 
under the eyes of intelligent observers, and by 
the collation of opinions derived from others, 
where the medical press has played, and plays, 
a great part. In our military hospitals the 
whole situation is entirely different. The in- 
juries which are found most commonly in their 
wards are for the most part extremely rare in civil 
practice. The circumstances in which these injuries 
have been received are no less novel, for the size 
of the armies engaged in itself introduces problems, 
while the advances made in the manufacture of 
weapons of destruction have endowed projectile 
wounds with features which have never come 
within the experience of those employed in 
treating them. The medical men who are serving 
in the military hospitals can meet the calls of 
civilian practice of all sorts, but they are, in their 
present posts, without the assistance of strong pre- 
cedents, and without much opportunity of benefit- 
ing by the opinions of their colleagues. In the new 
conditions there are no recorded experiences of 
value, and few of the cases remain for a sufficiently 
long time under treatment in one hospital for the 
medical officer to know if his measures have taken 
good effect. The service in the military hos- 
pitals is weakened by a want of central direction 
which is all the more needed that peripheral efforts 
are individual, and have never obtained the force of 
collective actions. 





Our sick and wounded are receiving extra- 
ordinarily good attention in the military hospitals, 
and it is far from our intention to be alarming. 
One injury does to a great extent imitate 
another, and some of the best informed exponents 
of our art are with the Expeditionary Forces. 
Again, adaptability to the new work has already 
distinguished a great many of the civilian 
doctors engaged, while the absence of disease 
has been notable and the percentage of re- 
covery from serious injury quite gratifying. But 
none the less we think that Sir ALMROTH WRIGHT 
has made out a case for the introduction of central 
guidance in questions of treatment, premising, 
of course, that any authority set up should 
be entirely subordinated to the Director-General 
of the Army Medical Service. The principle 
has to some extent been recognised by that 
service, for we published last week a Memo- 
randum on the treatment of bacterial infec- 
tions of projectile wounds by Sir ALMROTH WRIGHT 
and three other distinguished civilians, serving in 
a consultative medical capacity with the Expedi- 
tionary Forces, in which these leading surgeons and 
pathologists give a synopsis of their experience in 
connexion with the wounds in this war.' This 
synopsis they have supplemented by setting out the 
chief data furnished by a bacteriological study of 
the wounds, and they have laid down certain broad 
maxims of treatment for the instruction of those 
who have not seen the conditions in the present 
war, or who have seen only an early or a late 
phase in the history of the wounds. Moreover, it 
is promised that this Memorandum will be followed 
up, as soon as certain researches are completed, by 
similar information on the employment of anti- 
septics and vaccines respectively. It is certain 
that all who have the charge of the sick and 
wounded in the war must welcome such publi- 
cations warmly; the question only remaining, 
whether a step further should not be taken and 
a regular authority constituted to promote 
the utilisation of such first-hand knowledge, 
and to facilitate the adoption, as general measures 
of treatment, of the lessons so conveyed. We see no 
inconvenience in the proposal from the point of 
view that scientific freedom would be interfered 
with. The dictator in medicine is impossible, but 
organisation is not tyranny, and leadership based 
on first-hand experience is not tyranny either. It 
must be taken for granted that no new machinery 
introduced would alter in the least the paramount 
position of the Director-General of the Army 
Medical Service; and it could only work with the 
approval of the consulting medical officers, who 
have been chosen as fully representative of 
British medical science. But we feel that Sir 
ALMROTH WRIGHT has made out a good case 
for the institution of an Advisory Committee 
charged with the duty of synopsising the clinical 





1 Memorandum on the Treatment of the Bacterial Infections of 


Projectile Wounds, by Colonels F. F. Burghard, Sir W. B. Leishman, 
F.R.S., Sir B. Moynihan, and Sir A. E. Wright, F.R.S. 
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experience of the war, being themselves at the 
seat of war and prepared to take full responsi- 
bility for their recommendations. Such a body 
would instruct and reinforce those responsible 
for the treatment of the sick and wounded in 
something the way that past teaching, opportunity 
for consultation, and familiarity with the conditions 
support the practitioner in civilian practice. More- 
over, such a committee would lead directly to 
international codperation. It would enable the 
good work ‘done by the British medical profession to 
be more readily available for our Allies, and would 
give a basis upon which the British procedure 
could be compared with and modified in accordance 
with the scientific procedure of our Allies. 








Annotations, 


**Ne quid nimis.” 








MEDICAL CERTIFICATES AND THE EXPLOITATION 
OF THE MEDICAL PROFESSION. 


Sir John Moore read a paper recently before the 
Section of State Medicine of the Royal Academy of 
Medicine in Ireland, in which he drew attention to 
what he regarded as a serious professional grievance. 
He referred to the fact that the demand made 
upon the time, patience, and responsibility of 
registered medical practitioners in respect of 
medical certification for State or personal pur- 
poses was always made with the offer of a nominal 
fee, or, as in the case of the medical certificate of 
the cause of death, with no fee at all. Sir John 
Moore gave as an extreme instance of the situation 
the ordinary certificate of death which all medical 
men are compelled to furnish under penalty. This 
certificate, he pointed out, is solely for the use of 
the registrar, given in order that the Registrar- 
General may be able to compile reliable statistics. 
For giving this certificate, which is primarily for the 
use of the Government, medical men are paid no fee, 
and, we may add, in agreement with Sir John 
Moore’s view, that the circumstances in which such 
certificates can be given are highly unsatisfactory. 
Sir John Moore then referred to the arrangements 
for medical certificates underthe Infectious Diseases 
Notification Act, the Public Health Amendment 
Act, the Tuberculosis Prevention (Ireland) Act, and 
the National Health Insurance Act, and criticised 
with particularity the various circumstances. Under 
the Public Health Amendment Act the medical 
ofticer of health is required to give certificates free 
of charge to school children who have recently 
recovered from infectious fevers; under the Tuber- 
culosis Prevention (Ireland) Act a medical man 
must notify cases under penalty, and for doing 
this he will get a fee of 2s. 6d. if the case has 
not already been notified by someone else; 
and under the National Health Insurance Scheme 
certification is allowed to be quite unsatisfactory, 
as may be gathered from the Report of the Depart- 
mental Committee on Sickness Benefit Claims 
under the National Insurance, July 24th, 1914. 
The committee then expressed the opinion “ that 
in view of the difficulties with regard to certifica- 
tion, it is necessary that there should be established 
as soon as possible a system of medical referees.” 
The Chancellor of the Exchequer did not provide for 
remuneration out of State funds for the medical 


the Bill: he made provision for the Approved 
Societies and for the insured, but the medical pro- 
fession did not enter into hiscalculations. Sir John 
Moore claimed that the State can be seen to place 
but a small, an insignificant, financial value on 
medical certificates—that, in fact, it “ exploits” the 
medical profession on the matter of certification. 
We have often in THE LANCET called attention to 
the demands made by the general public on the 
medical profession for certificates of good or bad 
health for insufficient fees or with no fee at all, and 
we find ourselves wholly on Sir John Moore's side. 
The public does not understand the justice of the 
medical claim for adequate remuneration for certi- 
ficates ; a false estimate has been established in the 
mind of the public as to the value of the medical 
certificate, and we fear that it will be a long time 
before the position of scientific medicine in this 
connexion will be appreciated. 





MINISTRIES OF PUBLIC HEALTH. 


CONGRESS after congress dealing with public 
health questions has met in England and on the 
continent. During the course of such proceedings 
convincing arguments have been adduced and 
emphatic resolutions passed advocating the institu- 
tion of a Ministry of Public Health. Nevertheless, 
nothing of the sort has been done in any of the 
countries concerned. Will the war now bring 
about what all these assemblies, some of them of 
great importance, have failed to accomplish? There 
are rumours to that effect. With regard to France, 20 
years ago Dr. Pierre Bonnier studied and discussed 
a scheme for a Ministry of Public Health with his 
party colleagues, M. Millerand and M. Jules Guesde. 
(It is significant that to-day the former is Minister 
of War and the latter a Member of the French 
Government.) M. Vaillant, the député who, when an 
exile here qualified as a Member of the Royal College 
of Surgeons of England, drew up a scheme more 
recently which was submitted to the Chamber of 
Deputies for the creation of a Ministry of Public 
Health. Nothing was done then, but the signs are 
now propitious, and if the reform comes it may 
come allina moment. Atcongresses innumerable, 
and on many public occasions, more was said for years 
against absinthe than has ever been said in favour 
of a Ministry of Public Health. To-day the sale of 
absinthe has been abolished with a stroke of the 
pen. Russia, which abolished vodka with similar 
ease and expedition, is also stated to be con- 
templating the possibility of calling into existence 
a Ministry of Public Health, and from Roumania we 
hear of the same intention being manifested. The 
swift compliance with the demand for a Public 
Health Ministry in France would have its origin in 
the circumstances of the war. The mobilisation of 
the ambulance services in France was not at first 
as satisfactory as might be desired. Centralisation 
with expert knowledge would have done better. 
And if to-day we hear that proposals have 
once more been brought forward in France to instal 
a new Minister of Public Health it is in order to 
have someone who will be in authority over civil 
State medicine and give official help to military 
medicine, Red Cross work, and national and inter- 
national public health services. Thus it may 
happen that the stress due to the war will bring into 
existence in France, and with but little difficulty 
or resistance, what has been talked about in vain 
for so many years. If a Ministry of Public Health 





profession who would be called upon to certify under 


is instituted in France, it may not be long before 
this country follows suit. 
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PELVIC ABSCESS AFTER THE USE OF THE 
FOWLER POSITION. 


THE Fowler position has proved a valuable 
advance in the treatment of cases of suppurative 
peritonitis. In the New York Medical Journal of 
Feb. 13th Dr. H. B. Delatour has called attention to 
a complication which may follow its adoption after 
operations for appendicitis. While in the majority 
of cases the septic material which gravitates into 
the pelvis drains away, in a few cases pelvic abscess 
results. His attention was first called to this com- 
plication by the following case. A young man 
underwent operation for acute appendicitis. The 
abdomen contained a large quantity of purulent 
serum. The appendix was perforated and gan- 
grenous about the middle. After its removal as 
much of the fluid as was in the wound was 
sponged away and a cigarette drain was intro- 
duced into the pelvis. The wound was partially 
closed and the patient placed in the Fowler 
position. He was recovering satisfactorily when, 
at the end of a week, he began to complain 
of pain in the left iliac region and the temperature 
rose. Two days later an incision was made on the 
left side, and an abscess in the left iliac fossa was 
opened and drained. The temperature fell, but 
not to normal. He then suffered from diarrhwa 
and pain on defecation, which he attributed to 
‘piles.’ When seen by Dr. Delatour he had an 
almost continuous desire to defecate, but passed 
only scanty motions containing much mucus. Exa- 
mination showed no hemorrhoids or evidence of 
ischio-rectal abscess. Introduction of the finger 
was painful, and just beyond the prostate a mass 
was discovered bulging into the rectum. This 
felt so like a distended bladder that this organ was 
emptied before proceeding further. The mass was 
still present and gave a sense of fluctuation. 
Under ether the sphincter was dilated and a 
speculum introduced. The bulging anterior wall of 
the rectum was cleansed with sponges, and a longi- 
tudinal incision led to the escape of 3 oz. of pus. 
A drainage-tube was introduced and brought out 
through the anus. On the fourth day it was removed, 
as all drainage had ceased. After the evacuation of 
the pus the temperature became normal and the 
general condition began to imprové. Two weeks 
later recovery was complete. This complication does 
not appear to be very rare, for since the occurrence 
of this case three years ago Dr. Delatour has observed 
six similar cases. They were all treated in the 
same way except one. In this, as the abscess was 
small and far from the anus, aspiration was 
tried. Two ounces of pus were withdrawn and 
recovery followed. Dr. Delatour concludes that 
if after operation for appendicitis the wound looks 
healthy and careful examination shows no un- 
drained pockets and yet there is pyrexia a rectal 
examination should be made, especially if there is 
frequent defecation with tenesmus and discharge 
of mucus. If an abscess is present he recommends 
drainage by the rectum. There appears to be little 
danger of infection from this source. To wait for 
the abscess to be reached easily from the front 
would be to lose valuable time, and the incision 
through the abdominal wall would leave a weak point 
for the development of a hernia, as drainage must 
be continued for some time. While aspiration may 
prove satisfactory in some cases Dr. Delatour recom- 
mends incision whenever possible. Incidentally, he 
remarks that a large percentage of cases reported 
as general suppurative peritonitis are not so. In 





many cases of acute appendicitis he has found the 
abdomen full of serum clouded with lymph. For 
some reason an unusual amount of serum has been 
exuded without changes in the peritoneum which 
could be recognised as inflammatory. In such cases 
it has been his custom for years if the appendix, 
though gangrenous, is not perforated to close the 
abdomen without irrigation or drainage, and the 
results have justified the procedure. The success 
of many cases of this kind appears to have been 
credited to postural treatment. 





MEASURES FOR DISINFECTION. 


THE Local Government Board for Scotland has 
recently issued a circular to public health authori- 
ties requesting information as to the measures 
adopted in the district of the local authority 
for the disinfection of clothing and dwellings. 
With the circular a form of inquiry is enclosed 
to be filled up by the medical officer of health 
or the sanitary inspector. Section A in this 
form relates to wearing apparel, bedclothes, and 
bedding infected by persons suffering from the 
ordinary infectious diseases, as typhoid fever, diph- 
theria, scarlet fever, measles, whooping-cough, and 
chicken-pox. The questions in this section refer to 
whether it is the practice to remove to one or more 
central stations any or all of such articles, and if 
so whether the disinfection method is by steam, 
gaseous or liquid disinfectants. In the case of the 
disinfection being carried out at home information 
is asked as to the disinfectant employed and the 
duration of the exposure of the infected articles to 
the disinfectant, together with the measures adopted 
for the disinfection of the dwelling apart from 
clothing. Section B refers to wearing apparel, bed- 
clothes, and so forth infected by patients suffering 
from tuberculosis. The questions asked as to 
procedure are much the same as in Section A, but 
any difference in regard to treatment of pulmonary 
and non-pulmonary tuberculosis is requested to be 
notified. The issue of this circular would appear 
to mean that there is a desire to place methods of 
disinfection on one effective level. A system of 
uniformity in this matter is certainly needed, and 
it is to be hoped that the information asked for will 
be supplied in order that standard and effective 
methods may be universalised. 





THE DEFICIT IN THE INSURANCE DRUG FUNDS 


OwING to a shortage in the amount allotted for 
the payment for dispensing and medicines for 
insured persons panel chemists in many districts 
have suffered both in 1913 and 1914, but especially 
in the latter year, the uncomfortable experience of 
being confronted with the prospect of having their 
bills discounted more or less heavily. But the 
situation has now been considerably relieved by 
a statement made by Mr. E. S. Montagu, chair- 
man of the National Insurance Joint Committee, 
to a deputation from the Pharmaceutical Society 
which waited upon him with regard to this and 
related topics. He said he had come to the conclu- 
sion that a case had been made out for some relief 
to be given to chemists whose bills had suffered a 
heavy discount, and he therefore proposed to make 
available, for the purpose of ex gratia payments 
on this account, the special drug fund, for which a 
sum of £60,000 had been granted by Parliament in 
1913 and 1914. These payments, he said, must 
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not be regarded as a precedent, and were in- 
tended solely to meet the abnormal condi- 
tions which had arisen in the first two years 
of the operation of medical benefit. This sum 
will be far short of sufficient to enable the whole of 
the deficits to be made up, but those panel chemists 
whose bills have been heavily discounted are 
nevertheless to be congratulated on the fact that 
through the instrumentality of the council of the 
Pharmaceutical Society they will receive a sub- 
stantial proportion of money which there seemed 
reason to believe was irrecoverable. It is to be 
hoped that this unbusiness-like system of discount- 
ing bills will be discontinued, and that some means 
will be devised of putting the pharmaceutical 
finances of the Insurance Act on some equitable 
basis which conforms with established notions of 
business transactions. Mr. Montagu also outlined 
an arrangement by the operation of which panel 
chemists will not be kept waiting so long for the 
payment of their bills. 


‘““LEARNING FROM OUR ALLIES.” 


IN another column Dr. Dundas Grant draws 
attention to the collection of special classes of 
cases in certain military hospitals of France. 
These hospitals constitute centres to which cases 
from far separated regions are brought together, 
and we agree with his suggestion that those 
called upon to deal with these special forms 
of injury may derive a considerable amount 
of information by visiting such centres. Evidently 
the plastic surgery of the face is richly illustrated 
in such “services” as those of Dr. Morestin 
at the Hospital of the Val-de-Grace in Paris and 
of Dr. Moure and Dr. Dubreuilh at Talence, near 
Bordeaux. The stomatological department at Bor- 
deaux appeared to Dr. Dundas Grant to afford great 
advantages for the study of the methods of repair- 
ing damage to the masticatory apparatus and im- 
pressed him with the immense importance of the 
dental surgeon’s chair in the treatment of injuries 
to the jaws occurring in warfare. We hope that 
a regular system of interchange of experiences 
between the military medical services of the Allies 
will soon be instituted; there is every indication 
that both the present needs of the wounded and the 
progress of medicine in the future would be helped 
by such a pooling of the results of actual work. 





DIAPHRAGMATIC HERNIA OF THE STOMACH AND 
OMENTUM ON THE RIGHT SIDE. 


A CASE which is probably unique has been 
reported by Dr. Kakels and Dr. Basch in the 
New York Medical Journal of March 13th. It was 
found at the operation which was performed. for 
the relief of the symptoms that the whole of the 
stomach except its pyloric end, together with the 
whole of the great omentum, was in the thoracic 
cavity on the right side, outside of and behind the 
pericardium. The hernial protrusion, which was a 
true hernia, the wall of the sac consisting of peri- 
toneum and pleura, had passed upwards through an 
opening high up in the diaphragm on the left side 
and behind the liver near the left crus between the 
pars vertebralis and pars costalis. The entire 
hand could be introduced into the opening and 
the sac itself extended as high up as the 
second rib. The stomach itself was enormously 
enlarged, being three times its natural size 
and near its pyloric end there was a distinct 





constriction. The patient succumbed soon after 
the operation, at which it was found quite im- 
possible to close the hernial opening. The patient 
was a man, aged 54, and nothing in the history 
suggested the presence of a diaphragmatic hernia. 
He had not been subject to unusual strain, and up 
to two years ago had had good health. Then he 
had an attack of sudden and gradually increasing 
pain across the upper abdomen with a feeling of 
abdominal distension and a condition of mild 
shock. The further course of the case re- 
sembled that of chronic gastric or duodenal 
ulcer, whilst in the later stages the loss 
of appetite, weight, and strength suggested 
malignant disease. There occurred also periodic 
vomiting of large amounts of gastric secretion. 
Test meals in this case showed the possibility of an 
erroneousconclusion being arrivedat as to the gastric 
motility, for in this case only 30 c.c. total contents 
were removed, suggesting abnormally rapid motility 
and emptying, but really due to the withdrawal of 
contents from only one sac of the hour-glass 
stomach. The X rays were of assistance, and the 
hour-glass condition was recognised, and the radio- 
logist also suggested the possibility of a dia- 
phragmatic hernia. Some of the plates are repro- 
duced in this paper, and in them may be seen the 
pushing down of the liver a few minutes after the 
bismuth meal, and the “oblique white line” of 
the stomach can be seen on the right side extend- 
ing upwards and inwards from the eighth rib to the 
pericardium. 





THE CRITICISMS OF CORONERS. 


THERE is a tendency constantly to be observed 
among those occupying judicial positions to 
criticise members of the medical profession 
severely who exercise their undoubted discretion 
as to the acceptance or refusal of patients for 
treatment in accordance with the circumstances 
in which such treatment is asked for. This is 
particularly observable in the case of coroners, who 
not infrequently hear a story of how a medical 
practitioner was asked to come at once to the 
deceased person on whom an inquest is being 
held, but who declined to do so. If the medical 
man received the call, and was not physically 
prevented from answering it, there is a tendency 
to consider him ipso facto convicted of brutality. 
A refusal to attend a patient who afterwards 
dies causes grief and resentment among the 
bereaved relatives, and it is the duty of a 
coroner to satisfy himself that there is no evi- 
dence of neglect to lay before the jury in fixing 
responsibility for the death in question. Beyond 
this, however, his duty cannot lie, except that he 
should be careful to protect a professional man 
against groundless attacks by excited and naturally 
prejudiced witnesses. There is no excuse for a 
coroner who, in the circumstances indicated, lends 
an ear to complaints which he should know are 
unjustifiable; he should not give them even a 
qualified support. But such would appear to 
have been the line taken by Dr. S. I. Oddie at 
Wandsworth recently when holding an inquest 
on the body of a child named Alfred Day. 
who died from pneumonia, and whom Dr. J. Tod 
Thyne admittedly was asked more than once to 
attend during the last 24 hours of life without 
complying with the request to doso. On the face 
of this story there may have been a case of hard- 
ship suffered by the mother of the child, in spite 
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of the fact that when the medical man was sent for 
Alfred Day was ill beyond hope of recovery; but, 
at the same time, the mother was at liberty to 
summon another medical man. Going below the 
surface, however, in order to inquire why Dr. Tod 
Thyne did not attend, the coroner was _ in- 
formed by him that he had treated the child 
before; that he knew that it was in very 
bad health, but did not know that there was 
immediate danger; and that when he was 
first summoned he had not had his clothes 
off for 42 hours. To quote his own expression 
in explaining to the coroner, he was “done up.” At 
this time, moreover, a Sunday evening, his surgery 
was full of patients waiting to see him and he 
promised ‘to visit the case early next day. In the 
night he was, however, called to a confinement 
which kept him up till 7 A.M.,and on Monday morn- 
ing, when he was once more sent for, his surgery 
was again full. The coroner made various sugges- 
tions: he thought that the medical man might 
engage an assistant; he said that he might have 
left his patients waiting in his surgery in order to 
relieve the mother’s anxiety, adding that the 
patients in the surgery “could not have been 
more ill than a dying child,’ a statement which 
presumed knowledge on Dr. Tod Thyne’s part 
that the child was, in fact, dying. Dr. Oddie con- 
cluded by saying “ the mother felt very cross when 
she could not get the doctor who knew the child, 
and I am inclined to agree with her.’’ This appears 
to us to be unjust and uncalled-for criticism, 
and, moreover, to be concerned with a subject 
outside the scope of the coroner’s inquiry. All the 
circumstances of a medical man’s professional 
practice, his own interest no less than the calls 
of humanity, demand that he should do his utmost 
to attend all the patients in need of his aid when- 
ever it is possible to do so, and that he should 
neglect none. The conditions under which illness 
occurs do not, however, allow of anything but 
a general organisation of the work to be got 
through, such as, for example, a practice of being 
at certain times of the day in his surgery and 
at certain other times out upon his rounds. It 
is not possible for any man to be in two places 
at once, but the alternative was suggested by Dr. 
Oddie that Dr. Tod Thyne should engage an 
assistant. Whether a medical man will take an 
assistant or not is entirely his own affair, and at 
the present time assistants are difficult, or impos- 
sible, to obtain. Besides, even with an assistant, a 
rush of work or the clashing of two serious cases 
which demand simultaneous attention may lead to 
complaints on the part of someone. We think Dr. 
Oddie does not recognise the difficulties of general 
practice, and possibly he is not aware of the 
practical impossibility of obtaining an assistant. 





DENTAL CARIES. 


Two papers on dental caries of more than passing 
interest have recently appeared, the one by Dr. 
H. P. Pickerill' and the other by Dr. H. Ewan 
Waller.’ Dr. Pickerill’s paper is written in the form 
of a report to the Sixth International Dental Con- 
gress and, although the greater part summarises 
well-known facts in connexion with the disease, 
there are sections recounting valuable researches 
he has undertaken. He is particularly insistent on 





1 British Dental Journa!, April lst and 15th. 


2 Proceedings of the Royal Society of Medicine, Odontological 
Section, vol. viii., No. 2. 


the disastrous effects of alkalies, and states that 
‘they have a depressant action on salivary secretion. 
The continuous dosage of alkalies he maintains 
froduces alimentary stasis and therefore toxemia, 
the latter in its turn producing secondary (nervous) 
salivary stasis by the direct action of endotoxins, 
and in this way oral stasis is set up and predisposi- 
tion to caries brought about. With regard to the 
question of foodstuffs he gives many facts to show 
that food prepared in a soft state plays but little 
part in the incidence of caries, but he thinks that 
an active factor is the fine subdivision of the food- 
stuffs. The resistance of the tooth tissue he regards 
as an important thing, and shows that there 
is a marked difference in the enamel of the 
teeth of Maoris, who are comparatively immune 
to caries, and of Europeans, who are liable to 
the disease. On the question of heredity as an 
etiological factor in dental caries he refers to the 
well-known experiments of Brown-Séquard on 
the division of nerve tracts in guinea-pigs. The 
guinea-pigs, Brown-Séquard claimed, produced 
offspring with lesions similar to those pro- 
duced in the parents by section of the nerves. 
Dr. Pickerill remarks: ‘If these views are correct, 
the bearing on the occurrence of dental caries is 
this: that at increasingly early ages, long before 
marriage, adolescents are, either by disease or by 
operations, suffering section or destruction of the 
nerves supplying trophic function to the teeth. If, 
then, Brown-Séquard was right, we must expect the 
offspring to reproduce these organs (the teeth) in a 
degenerate or diminished condition—possibly in a 
condition of lowered resistance to the attacks of 
caries.’ We presume that Dr. Pickerill feels that 
tke question of heredity remains quite obscure. 
Dr. Waller’s paper is devoted to the question 
of the influence of insufficiency of the thyroid 
gland upon dental caries. He considers that it is 
unwarrantable to assume that the disease is merely 
a question of diet, and in his opinion the presence 
or absence of caries is due to the alkalinity of the 
saliva, and this is intimately associated with the 
effect of the thyroid gland on calciun’ metabolism. 
The increased thyroid activity, he considers, either 
causes increased elimination of calcium or perhaps 
by interaction with other ductless glands prevents. 
the proper assimilation of calcium, and so, by 
leading to defective alkalinity of the saliva, permits 
the occurrence of dental caries. The increased 
thyroid activity he attributes to brain work. Both 
these papers are interesting but inconclusive. 





THE King has granted Dr. George Ernest Morrison, 
Political Adviser to the President of the Republic 
of China, authority to wear the Insignia of the First 
Class of the Order of the Excellent Crop, which 
decoration has been conferred upon him by the 
President in recognition of valuable services. 








British NEOSALVARSAN.—Messrs. Burroughs 
Wellcome and Co. have obtained a licence from the Board 
of Trade for the manufacture of neosalvasan. After passing 
biological tests under arrangements approved by the Board 
of Trade, this product is now being issued under the 
name of ‘‘ Neokharsivan”’ brand neosalvarsan. For ‘* Neo- 
kharsivan” there is claimed the same advantages over 
salvarsan that are claimed for neosalvarsan of German manu- 
facture, and it is employed in the same manner and dosage. 
There are six strengths, 0°15 grm., 0:3 grm., 0°45 grm., 
0:6 grm., 0°75 grm., and 0°9 grm., each dose being issued 
in a hermetically sealed tube. The supplies are for the 
moment limited, but the manufacturers state that they will 
soon be able to cope with the demand. 
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FACIAL PLASTIC SURGERY, LARYNGO- 
LOGY, AND STOMATOLOGY, IN 
FRENCH MILITARY HOSPITALS. 

Impressions de Voyage. 
DUNDAS GRANT, M.A., M.D. EDIN., 
F.R.C.S. ENG., 


AURIS AND LARYNGOLOGIST TO KING GEORGE HOSPITAL, LORD 
KNUTSFORD'S SPECIAL HOSPITAL FOR OFFICERS, ETC. ; 
LATE MAJOR R,A.M.C., POST-OFFICE RIFLES VOLUNTEERS. 


By J. 





HAVING recently had occasion to go to Paris and 
Bordeaux I was afforded the cpportunity, by the 
courtesy of some‘of my medical friends, of visiting 
certain of the military hospitals. I wished mainly 
to acquaint myself with the results of wounds and 
other influences of warfare on the throat, nose, 
and ear. At the Hospital of the Val-de-Grace 
my friend Dr. Luc kindly introduced me to the 
“service” of M. Morestin for the treatment of 
wotttids of the nose and face in general. This 
was to me so striking that I described it to 
several of my surgical friends on my return, 
and my superficial report seemed to them so 
interesting and in some ways so new that I venture 
to draw attention to it in these few lines. I have no 
doubt that the same kind of work may be carried 
out in our home military hospitals, but I scarcely 
think that any approach to such an accumulation of 
material of the kind at any one place could be found 
there. Apparently the bulk of such cases are drafted 
into this “special” department from a very extensive 
part of France. In any case there were wards full 
of soldiers with ghastly disfigurements of the face 
resulting from rifle or shrapnel bullets or the 
fragments of shells or grenades. These seem to 
have been more frequent since the fighting has 
been mainly carried on in the trenches, where 
naturally the head and face are the parts of the 
body most likely to be exposed. 

Every possible disfigurement was seen in mul- 
tiple, but some of the most characteristic were 
those involving a driving in of the bridge of the 
nose, leaving the tip turned up “en lorgnon,” and 
complete occlusion of the deeper nasal passages. 
The associated lacerations produced with this an 
aspect of the utmost repulsiveness. In these 
cases M. Morestin adopted a method of operating 
in stages, which seemed to me to present some 
original features. The first step is the detachment 
of the remainder of the nose from above down- 
wards by a transverse horseshoe incision, ex- 
tending nearly to the naso-labial folds on each 
side, forming a flap attached below and con- 
taining the tip of the nose and anterior nares. 
This leaves raw surfaces round a somewhat piri- 
form orifice inside which the remains of the septum 
and nasal contents muy be traced in a mass of 
débris and cicatricial tissue. The passages of the 
nose are cleared and the open cavity stuffed with 
gauze to prevent readhesion. In a few days the 
gauze is replaced by indiarubber tubes or bands 
with leaden weights attached so as to keep the flap 
down. Another step is to implant in the forehead 
a portion of cartilage from a false rib, and when 
this has taken root a new nose is formed in the 
classical manner by means of a flap from the fore- 
head in which is included the piece of cartilage. 
Patients with this operation in all its various 
stages were to be seen in these wards or walking 
about in the grounds. Naturally the plastic surgery 
of the face in every form is carried out, but the 





cases I have referred to seemed to be of special 
interest. 

At Talence, near Bordeaux, there is a large hos- 
pital which forms a centre to which “ special” cases 
are sent. Here nearly one-third of the beds are 
apportioned to the department of oto-rhino-laryng- 
ology for the 18th Region, under Dr. E. J. Moure, 
the specialist who is so well known as the adviser 
of the King of Spain. His work, of course, over- 
flows far beyond the ordinary routine of civil 
practice, and includes a large amount of plastic 
surgery as well as the removal of portions of pro- 
jectiles or the treatment of their effects. He makes 
frequent use of the extra access afforded by surgical 
detachment and elevation of the ala nasi for the 
clearance of passages through the nose and the 
replacement of distorted ale. A specially interest- 
ing part of his work is the treatment of traumatic 
stenoses of the larynx by the operation of laryngo- 
stomy. This is more readily carried out in the 
adult than in the child, and has been found of great 
value. The plastic surgery of the face is also 
illustrated at Talence by a large number of cases 
under the care of Dr. Dubreuilh. 

Among the most striking types of cases to be seen 
here are those of extensive destruction of the lower 
jaw. In these we have the disfigurement accom- 
panied by masticatory, articulatory, and salivary 
trouble; the sufferers unable to take solid food, 
incapable of intelligible utterance, dribbling and 
disfigured, present a most woeful appearance. The 
extraordinary feature is that in spite of all they 
seem full of the patience, cheerfulness, and buoy- 
ancy in the midst of their trouble, which is char- 
acteristic of the French soldier. The cheering side 
of this depressing picture to the medical visitor is 
the remarkable resourcefulness and keenness of the 
dental surgeons in the “ Service de Stomatologie.” 
I am informed that the science and practice of 
dentistry are practised with exceptional ardour in 
the south of France. At all events the Service of 
Stomatology is a scene of the greatest activity. Most 
cases of fractured jaw are X rayed, photographed, 
modelled in plaster, drawn and painted by 
workers in military uniform, who seem to give 
of their best, with all their hearts, in return for 
their exemption from the sterner work of the field. 
The main idea is, of course, to patch up the mandible, 
but in such a way as to ensure coaptation with the 
maxilla and secure the “bite.” There is nothing 
the military stomatologist seems to resent more 
than union attempted by means of a wire suture. 
A cast is taken of the upper jaw and then of the 
lower one as a whole or often in parts. Metal 
collars are adapted round the teeth and by their 
means screw apparatuses are attached for pressing 
the fragments asunder if they override, or elastics 
for drawing an outwardly displaced fragment in 
towards the middle line. Inclined planes (“ buttoirs’’) 
formed of gilded metal are often used with the 
same object. The ultimate adaptation of a prothesis 
with artificial teeth is the main end from the physio- 
logical point of view and no doubt it is often attained. 
The benefit from the xsthetic aspect is also un- 
questionable. Our own dental surgeons are not 
at all likely to be behindhand in this class of work, 
but the hasty glance of the stomatological activity 
exercised at Talence impressed me with the im- 
portance of the dentist’s work and of the lofty 
position it should hold in our scheme of care for 
the wounded, which I had not hitherto realised. 
It is only to be desired that every encouragement 
should be given to our stomatological colleagues on 
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the part of the authorities, fellow surgeons, and 
money providers. They will require much room, 
much mechanical assistance, and much material, 
including metal both precious and other. 

The enormous number of French in the field has, 
of course, provided an amount of material such as 
we—perhaps happily—are unable to command; 
and the agmination of cases of special character in 
“centres” allows of a concentrated study of their 
nature and requirements such as we can scarcely 
obtain at home. I cannot help thinking that a 
visit to one or more of the “ centres” in France in 
a somewhat less casual way than my recent one was 
made, would be of interest and possibly of profit to 
those who have to deal with the wounded man for 
decoration as well as repair. 

Cavendish-square, W. 
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The Water-supply of Londonderry. 

Ir is satisfactory to be able to report that 
Londonderry is at last waking up to the importance 
of obtaining a really adequate water-supply. At a 
meeting of the corporation, held on April 20th, the 
city surveyor submitted a report, in which he 
recommended the adoption of a scheme for bringing 
water from Banagher Glen, a place that is the 
junction of three rivers, which here unite to form the 
Owenrigh, a tributary of the River Roe. Of the 6000 
acres proposed to be utilised, there are only 174 acres 
of arable and grass land, and of this only100 acres are 
under cultivation, the remaining 5826 acres being 
all mountain upland. The quality of the water and 
the geological conditions have been reported as 
most satisfactory, and the quantity of the water 
would be quadruple that of the present supply. The 
elevation is sufficient to send this water into the 
present reservoirs, and it is estimated that the 
scheme (including filtration and an aqueduct across 
the river Foyle) would cost about £209,000. It has 
been arranged that the corporation of Londonderry 
in a body shall inspect the site. ) 

The Alcohol Question. 

Some of the Belfast papers have published 
references to an interesting article by the late 
Dr. Thomas Andrews, F.R.S.—the distinguished 
chemist who did such original work in the lique- 
faction of gases, and who for many years was Vice- 
President of Queen’s College, Belfast. The paper is 
called Suggestions for Checking the Hurtful Use of 
Alcoholic Beverages by the Working Classes, and 
was contributed to the annual meeting of the 
Social Science Association, which met in Belfast in 
1867. In this communication Dr. Andrews re- 
commended that no house should be licensed 
as a public-house for the sale of alcoholic 
beverages unless it be provided with ample 
appliances for cooking and serving food; that 
the licence should be withdrawn if it be found that 
these appliances are not made use of and that 
the public-house is devoted solely to the sale 
of stimulants; and that no licensed publican 
should be allowed to sell, or keep in store, any 
liquor containing more than 17 per cent. of alcohol. 

The King Edward Memorial in Belfast. 

The Executive Committee decided unanimously, 
at a meeting on April 23rd, to request the Lord 
Mayor of Belfast, who presided, to invite the Lord 
Lieutenant of Ireland to open the King Edward 





memorial buildings at the Royal Victoria Hospital, 
Belfast, during his coming visit next month. Owing 
to the war the special laboratories (X ray, vaccine- 
therapy, and bio-chemical) are not yet fully equipped, 
and it was agreed to defer their inauguration until 
a future date. 
April 26th. 
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Rice Flour in Bread-Making. 

WITH a view to augmenting the national supply 
of breadstuffs, Dr. Maurel has brought to the 
notice of the Académie de Médecine the use of a 
mixture of 20 per cent. of rice flour with 80 per 
cent. of wheat flour. The mixture is free from 
hygienic objections and gives a bread presenting 
nutritive qualities equivalent to those of all-wheat 
flour. The bread thus prepared is of good appear- 
ance and taste and it is rather less in price. 
Another important advantage lies in the fact that 
France would thus find in the supplies of rice from 
Cochin China all that is necessary to balance any 
future deficiency in the wheat-supply. It should be 
further noted that scientific methods make it 
possible easily to determine the proportion of rice 
flour in the mixture, thus establishing a check 
on fraud. The country would find a_ great. 
economic gain in adopting this use of rice, 
for a million tons of rice flour at 27 francs the 
metric quintal would cost France only 270 millions 
of francs, whilst a million tons of wheat flour 
would cost 420 millions. All that would be 
necessary would be that the Government should 
authorise the mixture, so that it would not be 
penalised as fraudulent. 


Rapid Cicatrisation of Atonic Wounds by Biokinetic 
Measures and Intermittent Dressings. 

Wounds occurring in war, if without bone lesions, 
ordinarily heal very quickly under established 
methods of treatment, such as dressings of iodine, 
oxygenated or boiled water, or dry gauze, each 
method having its special indications and advan- 
tages. There are, however, certain kinds of wounds 
which resist all these methods of treatment. M. 
Francois Debat recommends that in such cases 
every antiseptic of whatever kind should be dis- 
pensed with. At first a soft dressing should be 
applied of fine gauze slightly moistened with saline 
solution and covered with a layer of cotton-wool. 
The wound, he says, should be exposed daily to 
the air for a period of exposure progressively 
increasing in proportion to the decrease of any 
oozing. On the first day it may be exposed for two 
hours, the duration ordinarily increasing by an hour 
a day. When there is no longer any oozing 
the saline solution may be replaced by the appli- 
cation of a thick paste of zinc oxide or “innotyol.” 
Every, hour the muscles underlying the wound 
should be exercised for five minutes, the limb 
being raised. Meanwhile the patient should keep. 
his bed if the lesion is in the lower extremi- 
ties; if in the arm he should wear it in a sling. 
Daily massage is also advised. This very simple 
method is said to bring about prompt cicatrisation 


of some obstinate wounds. 
April 26th. 








PRESENTATION TO LIEUTENANT-CoLONEL E. J. 
JEROME (T.F.).—Lieutenant-Colonel Jerome was recently 
presented with a massive silver inscribed rose bowl as a mark 
of esteem on the occasion of his retiring from the 5th Devon 
and Cornwall Light Infantry (T.F.). 
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OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM. 





ANNUAL CONGRESS. 


THE annual Congress of the Ophthalmological 
Society of the United Kingdom was held on 
Thursday, Friday, and Saturday, April 22nd to 24th, 
under the presidency of Mr. F. RICHARDSON CROSS, 
of Bristol. The discussions took place at the 
headquarters of the Royal Society of Medicine, 
and the clinical meeting at the Royal London 
Ophthalmic Hospital, City-road. ‘fhere were two 
set discussions, ‘one upon Ophthalmic Injuries in 
Warfare, introduced by Mr. W. H. H. JEssop; and 
one on Detachment of the Retinz, introduced by 
Mr. M.S. Mayou. Some of the other contributions 
were of considerable interest. 


Mr. CHARLES WRAY contributed a paper on 


The Diagnosis and Treatment of Bony Tumours of the Orbit. 
With regard to their removal, he contended that the figures 
of Herschfeld placed the subject in its true perspective. 
They showed that the mortality in cases of sinus growths— 
frontal, ethmoidal, and sphenoidal—was 482, 80, and 100 
per cent. respectively ; whilst the post-operative mortality 
was 13:6, 127, and 33 per cent. The two main methods 
of diagnosis were by palpation and the use of Roentgen 
rays. As examination by the fingers was too limited, 
he advised the use of a thin flexible spatula 10 mm. 
wide and 2 mm. thick at the ends. This, pressed on the 
skin under the supraorbital notch, passed 15 mm. under the 
lid, and vid the fornix 33 mm.—i.e., within 12 or 13 mm. 
of the sphenoidal fissure. The measurements at the lower 
orbital margin were 12 and 16 mm. respectively, while at 
the inner and outer canthus the distance reached was 15 
and 21, and 11 and 22 mm.; and as the usual distance 
from the margin of the orbit to the rectal spine was 45 mm. 
it was possible thus to investigate half the outer wall of the 
orbit. In the living subject it was desirable to administer 
morphia for an hour and deep injections of novocaine ten 
minutes before beginning the examination. With regard to 
the operation, he laid stress on the importance of dissecting 
up the superjacent membrane if present, and the periosteum, 
so as to shut off as efficiently as possible the field of opera- 
tion from the contents of the orbit. Having tested the 
hardness of the growth, an attempt should be made to test 
the strength of the attachment to the bone, as slight 
leverage might snap the pedicle. If this did not occur and 
the tumour was cancellous it should be removed piecemeal, 
so as to discover its relation to the orbital wall. If originat- 
ing from a subjacent sinus, and especially if hour-glass 
shaped, the bone should be cut away so as to allow of easy 
removal in the safest direction. Two important landmarks 
were the inner canthus (over the anterior extremity of the 
middle turbinated) and the anterior ethmoidal foramen 
(giving the level of the cribriform plate). Frontal sinus 
cases were the most frequent, and usually presented at the 
upper and inner part of the orbit. No operation should be 
undertaken in the presence of material alteration in the roof 
of the orbit as revealed by X rays. Ivory exostoses could 
not be removed piecemeal. As in the cancellous variety, 
gentle leverage was in order, and in the event of failure 
sufficient of the orbital wall should be cut away to permit of 
removal in the safest direction. A clue to the size and 
location of the growth was obtained by radiography and the 
use of a strong needle. 
Mr. W. D. HARMER read a paper on 


The Intranasal Treatment of Dacryocystitis. 
As nasal inflammations and abnormalities rarely cause 
dacryocystitis, treatment of such conditions was generally 
disappointing. Intranasal operations on the tear sac or 
duct became popular in 1912, after the operations of West, 
Polyak, and Yankauer. A modified West operation had been 
preferred. Of 14 cases treated, 6 have been cured, 3 im- 
proved, 4 not improved and not traced. Operations were 
easy to perform and could be repeated if necessary. 


Dacryocystotomy was probably the best treatment for 
xlacryocystitis. 





Captain A. W. ORMOND read a paper on 


Injuries to the Eye in Warfare. 
He recounted three cases of traumatic amblyopia following 
the explosion of shells. The first was of a soldier who was 
in the retreat from Mons. He recovered entirely after 
complete rest and ‘‘ feeding up.” A second case was asso- 
ciated with an error of refraction which had led to the idea 
that recovery had not taken place ; while the third had not 
yet regained his former sight, though wounded more than 
three months ago. It was pointed out how difficult these 
cases were to diagnose, and how important it was to take 
the psychology of the men into consideration. He 
described the frequency of ‘‘ explosion injuries” peculiar 
to the war, the result of hand grenades, shrapnel, or 
high-velocity shells. Numerous cases had _ occurred 
in which, as the result of a general explosion, small 
fragments of metal or dirt had been forced through 
the tunics of the eye. These had sometimes been over- 
looked, and later on, the man having complained of 
pain and inflammation, iritis had been correctly diagnosed, 
but the possibility of a foreign body being in the eye had not 
been realised, and sympathetic trouble might have occurred. 
He related two cases in which the speedy removal of the eye 
prevented sympathetic trouble supervening. With regard to 
the vexed question of removing an eye containing a foreign 
body, he recommended that no general dogmatic statement 
should be made on this debatable point, as each case must 
be separately considered. He deprecated relying solely on the 
findings of X ray examination, because in several cases the 
foreign body was not discovered until a second or third 
radiogram had been taken, and sometimes not even then. 
The history, the nature of the inflammation if any, and the 
amount of vision should be taken into consideration when 
making a decision. Short notes were given of 28 blinded 
soldiers, most of whom were now at St. Dunstan’s, Regent's 
Park. ‘Thirteen of them have no perception of light at all, 
and the sight of those with vision ranged from mere per- 
ception of light to ability to count fingers in one part of 
their field. Eighteen were the victims of bullet wounds, which 
for the most part traversed the front part of the head 
from side to side ; 4 were wounded by shrapnel, 1 by a hand- 
grenade, and the others by explosion, the exact nature of 
which the men did not know. One, however, was due to a 
bullet hitting the magazine of the man’s own rifle, which 
exploded in his face. Captain Ormond said that several of 
the men when looked at appeared absolutely fit, often with 
both eyes intact, the scars of entrance and exit wounds being 
almost impossible to locate. 
Mr. CyriL H. WALKER read a paper describing 


Cure of Spontaneous Detachment of Retina by Multiple 
Scleral Puncture. 

The patient, aged 39, had sudden loss of sight in part of the 
right field in September, 1901. Two days after the occur- 
rence there was a large detachment above, the summit of 
which was estimated as +12 D. He had 4:5 of myopia. He 
was ordered complete rest in bed for a week, and then was 
allowed up for an hour a day. The detachment had now swung 
round to the lower part of the eye, with corresponding 
change in the field; vision had improved. A further 
fortnight of partial rest again showed mprovement, and 
he was allowed out; but the sight rapidly got worse and 
the detachment increased. Improvement followed more rest 
in bed, but it was only temporary; in December the vision 
had fallen to 6/60. He was ordered to bed again, and five 
scleral punctures with a discission needle were made 10 mm. 
from the lower border of the cornea. The retina was pierced 
at each puncture, and the needle was rotated 90° after the 
last puncture to let out some of the subretinal fluid under 
the conjunctiva. On Dec. 21st the sight was immensely 
improved, and he resumed full work on March 4th, 1902, 
with vision 6/6 with glasses and a normal field. The con- 
dition had been maintained ever since, and the only sign of 
detachment was the presence of a little pigment below in 
the choroid. 


Mr. M. S. MAyou read a paper on a case of 


Retinitis Pigmentosa treated by Trephining, 
the improvement following which had been maintained for 
four and a half months, in the hope that some light might 
be thrown on the etiology of a little understood disease. 
In this condition anything which improved the retinal 
circulation would temporarily benefit vision—such as 
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amyl nitrate or paracentesis of the anterior chamber. 
Doyne had shown that extraction of the lens was followed 
by immense improvement in vision due, it was con- 
sidered, to the fact that the patient was always in 
a condition of semi-daylight owing to the cataract, so 
that the retina did not receive sufficient stimulation. 
Mr. Mayou, while not denying this, thought that the 
lowering of the intraocular tension, with the con- 
sequent flushing of retinal vessels, and the filtration of 
fluid through the scar, might be an additioral factor, 
possibly the most important one, in the good result. He 
(Mr. Mayou) thought trephining would result in the retinal 
vessels being flushed with blood, and that the subsequent 
leakage might lead to a more rapid excretion of fluid from 
the eye and drain away any toxic products which might 
be causing local vascular sclerosis. The patient was 
a female, aged 17, who for two years had complained 
of night-blindness. Grandfather, father, one paternal 
aunt, and one brother were all affected with the same 
disease. The four sisters of the patient were not 
night-blind. She showed marked pigmentation of the 
periphery, the discs being slightly grey in colour and the 
vessels of practically normal size. The lenses were clear. 
When first examined the fields were contracted to a 10° 
circle on both sides. On Nov. 13th last and again on Dec. Ist 
paracentesis of the left eye was performed, and on each 
occasion there was distinct improvement in the fields. On 
Dec. 8th trephining was done under general anesthesia. On 
removing the disc of sclera there was a very free prolapse of 
iris, and it was slightly caught in the wound ; recovery was 
otherwise uneventful. A week later the field on this side had 
practically reverted to normal, and she could walk about 
freely in a darkened room. Improvement was maintained to 
the present date. On covering the unoperated eye she could 
see well at night time, but if both eyes were open she was 
still somewhat night-blind. He could not advance any 
explanation of this. The improvement could not be expected 
to last very long, but it might continue for a length of time 
which justified the operation in selected cases. 
Mr. F. A. JULER read notes of a case of 


Papilloma Removed from the Upper Canaliculus. 
The tumour came away, after slitting the canaliculus, quite 
easily ; there was no apparent pedicle. It measured 10 by 
4-5 mm., and in structure was a papilloma with stratified 
epithelium. 

Dr. GEORGE MAcKAY (Edinburgh) read a short note ona 
case of 

Lymphangioma of the Orbit with Hemorrhages. 
The patient was seen first in 1906. being then 15 months 
old. Paracentesis and, later, excision so far as prac- 
ticable having failed to eradicate the growth from the apex 
of the orbit, X ray treatment, given by Dr. Hope Fowler, 
had been employed, and with much benefit. Owing to the 
irregularity in the patient’s attendances proptosis had been 
allowed to recur at intervals of one to three years, but had 
always yielded to further X ray applications. The cure 
now appeared to be complete and vision and movements were 
unimpaired. 
Choroid and Retina of the Fruit-Bat. 

Mr. GEORGE CoATs demonstrated a peculiarity of structure 
in the choroid of the fruit-bat which was first observed by 
Lindsay Johnson. Instead of being smooth the surface 
is covered with innumerable conical prominences, each 
containing a central vessel which projects from the apex in 
the form of a long capillary loop. The outer surface of 
the retina has a similar serrated sectional outline. The 
condition is not found in any of the insectivorous bats, 
whose eyes in other respects also are inferior in develop- 
ment. It had been suggested that the structure was a 
device for the nourishment of the retina, in which 
central retinal vessels are absent in the bat. But 
many animals—e.g., the elephant and rhinoceros—which 
have a much thicker and more extensive retina have 
also no, or only rudimentary, central vessels ; yet their 
retine obtain sufficient nourishment from a flat choroid 
without the sacrifice of form vision which the arrangement 
in the fruit-bat necessarily entails. According to another 
hypothesis the structure is an accommodative mechanism, 
images of distant objects falling on the most anterior 
plane of the serrations ; of near objectson the most posterior. 
Evidence was adduced to show that the range of accommo- 
dation so obtained could not be great, and that, inasmuch 





as the formation of a clear image was impossible, it 
could not be very useful. ‘The most probable explanation 
was that the condition was a device to enable the eye 
to make the best possible use of low illuminations. 
Evidently the serrated contour of the retina must greatly 
increase the superficies of the sensitive film and augment 
the number of visual elements concentrated within a given 
area. In other respects also—its relatively large size and 
the structure of the retina—the eye of the fruit-bat is 
characteristically adapted to a nocturnal habit. 


Parasites in Eyelid and Anterior Chamber in Animals. 


Mr. Coats also demonstrated an Encysted Nematode Para- 
site in the Eyelid of the Mouse. Professor A. E. Shipley 
considered it to be the Ollulanus tricuspis, the adult form of 
which occurs in the alimentary canal of the cat. 

Lieutenant-Colonel W. G. PRipMOoRE, I.M.S., and Mr. 
Coats demonstrated a Filaria from the Anterior Chamber 
of the Horse, probably an immature male of Filaria equina. 


Discussion on Ophthalmic Injuries in Warfare. 


Mr. WALTER H. H. Jessop, in opening the discussion on 
this subject, dealt chiefly with the cases of injury in the 
present war seen by him at St. Bartholomew's and No. 1 
Base Hospitals. He said that the steel or cupro-nickel 
mantle of the bullet was often chipped, and a fragment 
might perforate the cornea or embed itself in its sub- 
stance. The initial high velocity of the bullet might 
be lost by ricocheting from a stone, and he had 
found that wounds so produced were more serious than 
direct ones. As most of the fighting was in trenches 
there was a greater proportion than usual of head and 
face injuries, as they were the parts most exposed 
to the enemy. There had been a few instances of spent. 
bullets entering the orbit and remaining there without 
bursting the eyeball; they were probably ricochet. Such 
cases often showed intraocular hemorrhages, choroido- 
retinal changes, and detachment of retina, generally com- 
plete. The most distressing ocular injuries, usually caused 
by enfilading fire, were those in which the bullet passed 
transversely through both orbits. There must already have 
been at least 50 such cases. If it was found that a wound 
had been made in the orbital roof the brain substance 
would fill it up; and as sepsis could not be prevented it 
was better to leave well alone. When the orbit and 
eyeball were much damaged it was better to foment the 
wound and keep it as clean as possible with sodium 
chloride solution, delaying removal of the eyeball until the 
conditions were less inflamed, always having in mind the 
risk of sympathetic ophthalmitis if the other eye were a good 
one. In the case of both eyes being destroyed, it was better 
to wait until the danger of sepsis was over, or it was much 
reduced, before removing the destroyed eyeballs, owing to 
the fear of meningitis. He described an operation devised 
by Mr. W. T. Lister to avoid the opening of the nerve sheath. 
Eyelid injuries he found to be very common, and almost 
always accompanied by injuries of the eyeball. Usually 
the lids became very cedematous, hence sutures should 
not be inserted into them. Conjunctivitis did not seem 
to have been prevalent in this war. In the Franco-German 
War 55 per cent. of cases of eyeball injury developed 
sympathetic ophthalmitis; in the American Civil War 
the percentage was 16-14. In the present war he had not 
seen or heard of a single case of the kind, whieh he attri- 
buted to the great care exercised in diagnosis and treatment, 
and especially the early enucleation of a ruptured globe. 
He had only seen one case of bullet wound implicating 
ocular nerves, and that he described; it was a ricochet. 
bullet. The bullet and shrapnel wounds of the skull vault. 
were generally depressed, and there was a great frequency 
of papilloedema in such cases ; the appearances were those 
due to pressure. Papilledema was probably present in 
all cases of vault injuries, with increased intracranial 
pressure; it was not usually seen when this pressure 
remained normal. Fractures of the skull near the occi- 
pital lobes were often accompanied by hemianopsia. At 
the beginning of the war there were many cases of 
complete blindness following severe explosions; but 
sight returned at different periods up to a week. The 
condition in these cases was always bilateral. Some cases 
were deaf. In rarer cases the patient was dumb. Three of 
the men had extreme blepharospasm, so that they could not 
open their eyes for days. The initial shock in these cases 
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was loss of consciousness, which, passing off, left loss of 
sight, deafness, or even loss of speech, all temporary. 

Mr. W. T. LIsTER said the outstanding features of the 
ophthalmic injuries in the present war were their severity 
and the impossibility, in most cases, of employing conser- 
vative surgery. Still, there was a great deal of work 
to be done. He grouped the cases into the following 
classes: contusions, wounds, cases with foreign body in 
the eye, functional cases, and head cases. These he con- 
sidered seriatim. In concussion cases, if the bullet did not 
go through the orbit the fundus showed no concussion 
changes. Ruptures of the choroid were fairly common, and 
they might be starlike or arranged in definite groups. The 
rest of the retina showed some pallor due to commotio retina. 
Oases of penetration of the eye by small foreign bodies 
formed a very unsatisfactory group to deai with. Many of the 
particles did not give a sensible X ray shadow, and even if 
they did many of the fragments were non-magnetic. Two 
factors increased fhe poor outlook in operation: (1) the 
frequent presence of more foreign bodies than had been 
diagnosed; (2) the friability of the foreign bodies, so 
that they broke off when caught in the forceps. It 
was difficult to know what to do in the case of a 
foreign body in the eye when the sight remained useful. 
He believed that even if an eye contained a foreign 
body, if there were no prolapse or entanglement of the uvea 
or lens capsule, the risk of sympathetic ophthalmitis was nil. 
Though the eye would probably degenerate, useful vision 
might persist for a considerable time. If signs of irritation 
did not abate, he would remove the eye. Foreign bodies 
in the cornea were often very troublesome to remove. When 
the foreign body was deeply embedded, he found a Beer’s 
knife most useful. Mr. Lister went on to discuss in some 
detail functional cases, and quoted some striking instances. 
In head injuries, papillcedema occurred in slightly over 50 per 
cent. of the cases, but two-thirds of these had merely blurring 
or slight swelling. The greatest swelling occurred in 
association with cerebellar abscess. He did not attach much 
diagnostic importance to hzemorrhages or exudations ; and 
the presence of papillcedema did not point to the immediate 
necessity of operation ; it was increasing swelling which was 
the significant factor. He regarded cases of occipital injury 
as of very great interest, as a study of them might cast 
important light on the cortical representation of the fundus. 
The facts arrived at by Dr. Gordon Holmes and himself, 
from the examination of a number of cases, were : (1) when 
the lesion occurred over the occipital cortex of only one side, 
the result was either hemianopsia, or homonymous quadrantic 
defect on the opposite side ; (2) when the bullet passed 
through both occipital lobes, there was at first complete 
blindness, but in several cases this gradually cleared centri- 
petally after an interval varying from hours to days, leaving 
a central scotoma. Mr. Lister regretted that his observa- 
tions were not fuller, but reminded his hearers that cases 
were after a short time sent over to England. 

The discussion was continued by Mr. TREACHER COLLINS, 
Mr. P. H. ADAMS, Mr. G. H. PooLtry (Sheffield), Mr. L. V. 
CARGILL, Mr. MAcKAY, Mr. R. R. CRUISE, Mr. F. THOMAS, 
Mr. A. L. WHITEHEAD (Leeds), Mr. PRIESTLEY SMITH 
(Birmingham), Mr. M. M. TOWNSEND, Colonel ELLIoTT, Mr. 
J. GRAY CLEGG, Professor LANDOLT, and the PRESIDENT. 

At this siting the Nettleship medal and prize were 
presented to Mr. Treacher Collins for his valuable work in 
the specialty. (To be continued.) 








Royal ABERDEEN Hospital FoR SIcK CHILDREN. 
—The thirty-eighth annual report (1914) states that 2945 
cases were treated during the year, 888 as in-patients and 
2057 as out-patients. Of these, 687 were discharged 
as cured, 111 died, and 45 were still in the wards 
at the close of the year. The remainder were removed 
as unfit, kc. The expenditure exceeded the income by 
£529 123. 83d. The sum of £980 19s. 5d. had been received 
in legacies during the year. The income for the year is 
slightly augmented, the city collections showing an increase 
of £41, the collection from the county parishes being 
increased by £253 17s. 1ld. as compared with 1913. The 
building fund for the new hospital had increased during the 
year by £1773 2s. 4d. The total amount to the credit of the 
fund was now £12,498 1s. 3d. This sum, together with 
what was promised and payable, £8313 10s., was still far 
short of the estimated cost of the new hospital. 





THE SERVICES. 


RoyaL Navy MEDICAL SERVICE. 


THE undermentioned have been granted temporary com- 
missions as Surgeons:—Dallas Scott Falconer, Walter 
Ethard Goss, William Sloane Lynd, and John Scott 
Kennedy. 

The following appointments have been notified :—Fleet- 
Surgeon: R Bernard to the Victory. Staff-Surgeon : 

. P. Hingston to the Vivid, additional. Surgeons: 
H. E. R. Stephens to the Lion; J. A. Russell-Cargill 
(temporary) to the Victory, additional, for R.N. Division, 
Crystal Palace; R. A. Rankine to the Pembroke; and K. H. 
Hole to the Thames. Temporary Surgeons: T. D. Power 
to the Zealandia ; E. W. Todd to the St. George; and N. N. 
Wade to the Ganges, additional, for Shotley, R.N. Sick 
Quarters. 





Royat ARMY MEDICAL Corps. 

The undermentioned to be temporary Captains :—Dated 
ae lst: Thomas Henry Rickard Crowle and Gordon 

aylor. 

The undermentioned to be temporary Lieutenants: Dated 
Oct. 24th, 1914: Alfred John Andrew. Dated Feb. 7th: 
Harold Victor Lamb. Dated March 2nd: Arthur John 
Wilson Compton. Dated March 26th: Newman Smith, 
John Bowman Hunter, and Arnold Renshaw. Dated March 
28th: Gwilym Rhys Pennant, Thomas William David, and 
Guy William Parry. Dated March 29th: George William 
FitzHenry and Meilor Bridgman. Dated March Wth: 
Percy Wilkes Leopold Camps. Dated April lst: Ian 
Mount Grant, John Oscar Thomas, Benjamin Theodore 
Saunders, Guy Berners Nicholson, Arthur Russel Rendle, 
George Donaldson wg Thomas Baxter Carlyon, 
Edward Maurice Hime, William Henry Sheffield, Duncan 
Wood, Fwederick William Woods, John Keay, Kenneth 
Harrison Alloa Kellie, William Gilbertson, Ernest Clarkson 
Bourdas, Ernest Percy Satchell, Henry St. Arnaud Agate, 
Howell Wood Barnes, John Henry Joseph Davys, John 
Paton, John Moffat Logie, James Norman Wheeler, Karl 
Frederick Sonntag, Hans Anthony Conrad Swertz, John Bell 
Walker, Harold John de Brent, Arthur Dashwood Howard, 
Percy Kitchen, Philip Heywood Hadfield, John Craven Glen, 
David Gillies, Arthur Emery, James Browning Alexander, 
Reginald Williams, Charles Edward Bashall, Charles 


Allen Robinson, John Patrick Howe, Herbert Henry 
Folker, Leslie Herbert Walsh, Frank Bryan, Charles 
Calthorp de Burgh Daly, Benjamin Hilton Leigh, 


Sidney Campbell Dyke, William Newton Parker, Thomas 
William Kelly, William Benjamin Heywood, Robert 
Alexander Flynn, William Beck, Eric Reginald Delme 
Maconochie, Charles John Gibson, Edward Ferdinand 
Greene, Ernest Saxton, Sidney Herbert Hall, Frederick Guy 
Bullmore, Hubert Redmayne Sedgwick, Ernest Allan, John 
Donald Gunn, David Charteris Graham, Robert Linton 
Ritchie, Emanuel Mary Joseph O’Farrell, William Charles 
Watson Glenny, James Alexander Gentle, John Marchant 
Fry, John Cecil Rix, George Warwick te William 
Hutchison, and John Wylie. Dated April 2nd: Robert 
McCheyne Paterson, Walter Haward, Bernard Score Browne, 
Charles Butler, Robert Moore, Andrew Ferguson Horn, 
Robert Denman, John Desmond Gimlette, Ernest Richard 
Stone, Charles Ewart Dashwood, William Douglas Wilkins, 
and William Harvey. Dated April 3rd: Harold Bourne 
Taylor, Henry Brooke Shepherd, William Bertram Lawrence, 
James Craig, Andrew Hardie MacKenzie, Philip Augustine 
McCarthy, William Arnison Slater, and Harry Grey. 
Dated April 5th: Edwin William Sidney Martin. Dated 
April 6th: Donald Fisher, William John Francis Symons, 
Richard Albert Banbury, John Connell, James Benjamin 
Hoghton Davson, Thomas Johnston, Ambrose Pode Yonge, 
William John Hill, Arthur George Southcombe, Wilfred 
Vedal Robinson, John Henry Sheldon, and Evan John 
Goronwy Jones. 
SPECIAL RESERVE OF OFFICERS. 
Royal Army Medical Corps. 

The undermentioned to be Lieutenants (on probation) :— 
Frederick Ernest Feilden and Neville Hood Linzee, ex-Cadet 
of the Officers Training Corps. 


‘TERRITORIAL FORCE. 
Army Medical Services. 

Lieutenant-Colonel Ernest O. Wright, from Deputy 
Assistant Director of Medical Services, Home Counties 
Division, to be Assistant Director of Medical Services, West 
Riding Division, with the rank of Colonel. 

Royal Army Medical Corps. 

London Mounted Brigade Field Ambulance: Private 
Ronald Douglas Stuart Mar, Lord Cardross (late Lieutenant, 
Scots Guards), to be Transport Officer, with the honorary 
rank of Lieutenant. 

lst London (City of London) Field Ambulance: Captain 
Andrew Elliot to be temporary Major. Lieutenant Arthur 
D. J. B. Williams to be Captain, and to remain seconded. 
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2nd Highland Field Ambulance: Benjamin James Alcock 
to be Lieutenant. 

2nd London (City of London) Field Ambulance: Arthur 
Hardwicke Platt to be Lieutenant. 

2nd Northumbrian Field Ambulance: John McDonald 
Nicoll (late Major, 7th Battalion, The Durham Light 
Infantry), to be Major (temporary). 

3rd Welsh Field Ambulance: John Evans (late Captain, 
6th Battalion, The Royal Welsh Fusiliers) to be Major 
(temporary). John William Dale to be Lieutenant. 

lst Eastern General Hospital: Lieutenant Ffrangcon 
Roberts, from lst East Anglian Field Ambulance, to be 
Lieutenant. 

4th London General Hospital: George Arthur Ewart to be 
Captain, whose services will be available on mobilisation. 
Captain William Hunter is seconded. 

lst Northern General Hospital: Stuart McDonald (late 
Captain, Unattached List for the Territorial Force), to be 
Captain, whose services will be available on mobilisation. 

1st Scottish General Hospital: Major Henry MclI. W. Gray 
is seconded. Captain Middleton Connon, from Sanitary 
Service, to be Captain, whose services will be available on 
mobilisation. ° 

1st Southern General Hospital: Bertram Arthur Lloyd to 
be Captain, whose services will be available on mobilisation. 

3rd Western General Hospital: To be Lieutenants: Lieu- 
tenant Ivor J. Davies,from 2nd Welsh Field Ambulance, and 
Thomas Rufus Bowen. 

2nd London Sanitary Company: To be Lieutenants: 
Herbert Beeney and Frederick John James Ney. 

East Anglian Casualty Clearing Station : Frederick William 
Lewis to be Lieutenant. 

Welsh Border Mounted Brigade Field Ambulance: John 
Arthur Eyton-Jones (late Surgeon-Lieutenant, lst Volunteer 
Battalion, Royal Welsh Fusiliers) to be Captain (temporary). 

2nd East Lancashire Field Ambulance: William Clegg- 
Newton to be Lieutenant. 

2nd London Casualty Clearing Station: Athelstan Jasper 
Blaxland to be Captain (temporary). 

lst Southern General Hospital: Captain Frank D. Marsh 
is seconded. 

2nd Southern General Hospital: Major James Swain is 
seconded. 

3rd East Lancashire Field Ambulance: William Calverley 
to be Lieutenant. 

lst Northern General Hospital : Major Robert A. Bolam to 
be temporary Lieutenant-Colonel. 

2nd Northern General Hospital: Major Sir Berkeley G. A. 
Moynihan is seconded. 

2nd London (City of London) General Hospital :—The 
undermentioned officers are seconded: Major Sir Frederick 
S. Eve, Captain Sir William A. Lane, Bart., Captain Sir 
Bertrand E. Dawson, K.C.V.O., M.D. - 

3rd London General Hospital: Major Sir John R. 
Bradford, K.C.M.G., C.B., is seconded. Ernest Nevile Keys- 
Wells to be Captain, whose services will be available on 
mobilisation. 

2nd North Midland Field Ambulance: Major John C. S. 
Burkitt, from Attached to Units other than Medical Units, 
to be Major (temporary). 

1st Northern General Hospital: Captain George Hall to be 
Major, and to be seconded. 

3rd Northern General Hospital: James Clark to be 
Captain, whose services will be available on mobilisation. 

2n1 Western General Hospital: Charles Paget Lapage 
(late Captain, Unattached List for the Territorial Force), to 
be Captain. 

Northumbrian Casualty Clearing Station: William Albert 
Wetwan (late Major, 5th Battalion, Alexandra, Princess of 
Wales’s Own (Yorkshire Regiment) ) to be Major (temporary). 

The undermentioned to be Lieutenants: Robert Wilkie 
Smith, Frederick Septimus Walker, Fred Phillips, and 
Stanley McCoull. 

Attached to Units other than Medical Units.—To be Majors : 
Surgeon-Captain George Symers Mill, from the 4th Bat- 
talion, The King’s Own (Yorkshire Light Infantry), Captain 
Henry W. Williams, and Captain John O. Summerhayes. 
To be Captains: Richard Timmis Turner (late Captain, 
7th Battalion, The Cheshire Regiment), Lieutenant Horsley 
Drummond and Captain Arthur L. Yates (from the 4th 
Northern General Hospital). To be Lieutenants: John 
Macquarrie, Lieutenant Alistair Robertson Grant (from 2nd 
Highland Field Ambulance), Lieutenant Maurice U. Wilson 
(from the 5th London Field Ambulance), and Edward Stanley 
Johnson. i 

TERRITORIAL FORCE RESERVE. 
Royal Army Medical Corps. 

Lieutenant-Colonel Arthur Lloyd Jones (late 3rd Welsh 
Field Ambulance) to be Lieutenant-Colonel. 

Surgeon-General Robert W. S. Lyons, Indian Medical 
Service, has been — an Honorary Physician to the 


King, vice Brigade Surgeon-Lieutenant-Colonel (Honorary 
Colonel) D, D, Cunningham, C.I.E., deceased. 





VITAL STATISTICS. 





HEALTH OF ENGLISH TOWNS, 

In the 96 English and Welsh towns with i arrearaae 
exceeding 50,000 persons at the last Census, births and 
6063 deaths were registered during the week ended Saturday, 
April 24th. The annual rate of mortality in these towns, 
which had been 19°8, 19°9, and 19:0 per 1000 in the three 
preantes weeks, further declined in the week under notice 

17:4 per 1000 of their aggregate pulation, estimated at 
18,134, pérsons at the middle of last year. During the 
13 weeks of last quarter the mean annual death-rate in 
these towns averaged 19°6, against a corresponding rate of 
20°6 per 1000 in London. Among the several towns the death- 
rate last week ranged from 6°8 in Barnsley, 7:0 in Darlington, 
78 in Wallasey, 8°6 in Ilford, and 9°5 in Ealing, to 23°9 in 
Middlesbrough, 24:0 in Northampton, 245 in Hastings, 25:2 
in Sunderland, and 281 in Dudley. 

The 6063 deaths from all causes were 555 fewer than in 
the previous week, and included 689 which were referred 
to the principal —__ diseases, against numbers declin- 
ing from 826 to, 736 in the three ——a weeks. Of these 
689 deaths, 389 resulted from measles, 149 from whooping- 
cough, 65 from infantile diarrhoeal diseases, 49 from diph- 
theria, 29 from scarlet fever, and 8from enteric fever, but not 
one from small-pox. The mean annual death-rate from these 
diseases was equal to 2:0, against 271 per 1000 in the previous 
week. The deaths attributed to measles, which had been 
495, 452, and 426 in the three preceding weeks, further 
fell to 389 last week, and caused the highest annual 
death-rates of 3°4 in Sheffield, 4-4 in Stockton-on-Tees, 4:5 
in Middlesbrough, 49 in West Hartlepool, 53 in West 
Bromwich, 66 in Coventry, 89 in Walsall, and 9:2 in 
Northampton. The deaths referred to whooping-cough, 
which had been 157, 167, and 151 in the three ag 
weeks, fell to 149 last week, and included 52 in London, 13 in 
Liverpool, 9 in Leeds, 6in Wigan, 5in Hull, and 4 each in 
Stoke-on-Trent and Bradford. he fatal cases of diarrhea 
and enteritis (among infants under 2 years), which had 
been 77, 67, and 63 in the three preceding weeks, were 65 
last week, of which 18 occurred in London, and 4 each in 
Liverpool and Manchester. The deaths attributed to 
diphtheria, which had been 69, 49, and 55 in the 
three preceding weeks, fell to 49 last week; 15 deaths 
were recorded in London, 4 in Birmingham, and 
3 each in West Ham, Northampton, Liverpool, and 
Leeds. The deaths referred to scarlet fever, which had 
been 16, 25, and 28 in the three preceding weeks, were 29 
last week, and included 13 in London, and 2 each in Leyton, 
Liverpool, and Leeds. The fatal cases of enteric fever, 
which had been 12,7, and llin the three preceding weeks, 
fell to 8 last week, of which 2 occurred in London. 

The number of scarlet fever patients under treat- 
ment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital, which had steadily declined from 
5036 to 2422 in the 21 preceding weeks, had further 
decreased to 2369 on Saturday last; 259 new cases were 
admitted during the week, against 253, 275, and 263 in 
the three preceding weeks. These hospitals also contained 
on Saturday last 1251 cases of diphtheria, 377 of measles, 64 
of enteric fever, and 14 of whooping-cough, but not one of 
small-pox. The 1619deaths from all causes in London were 
141 fewer than in the previous week, and corresponded 
to an annual death-rate of 18°7 per 1000. The deaths 
referred to diseases of the respiratory system, which 
had been 475, 466, and 469 in the three preceding weeks, 
fell to 392 in the week under notice, but were 134 in 
excess of the number registered in the corresponding 
week of last year. The deaths from influenza numbered 
27, against 45, 46, and 39 in the three preceding weeks. 

Of the 6063 deaths from all causes in the 96 towns 199 
resulted from various forms of violence and 437 were the 
subject of coroners’ inquests, while 1723 occurred in public 
institutions. The causes of 46, or 0°8 per cent., of the total 
deaths were not certified either by a registered medical 
practitioner or by a coroner after inquest. All the causes 
of death were duly certified in Leeds, Bristol, West Ham, 
Bradford, Hull, Newcastle-on-Tyne, and in 62 other smaller 
towns. Of the 46 uncertified causes, 9 were registered in 
Birmingham, 3 each in Stoke-on-Trent, Dudley, and South 
Shields, and 2 each in London, Lincoln, Liverpool, and 
Southport. 





HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula- 
tion estimated at 2,345,500 persons at the middle of this year, 
1303 births and 938 deaths were registered during the week 
ended Saturday, April 17th. The annual rate of mortality in 
these towns, which had been 21:1, 22-1, and 20°8 per 1000 in 
the three preceding weeks, rose to 20°9 per 1000 in the 
week under notice. During the 13 weeks of last quarter 
the mean annual death-rate in these towns averaged 
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22-4, against 19°6 per 1000 in the large English towns. 
Among te s2veral towns the death-rate in the week under 
review ranged from 6:1 in Falkirk, 11°3 in Motherwell, and 
14-7 in Perth, to 22°1 in Glasgow, 23°4 in Greenock, and 
24°3 in Edinburgh. 

The 938 deaths from all causes were 4 in excess of the 
number in the revious week, and included 133 
which were referred to the principal epidemic diseases, 
against 181 and 154in the two preceding weeks. Of these 
133 deaths, 90 resulted from whooping-cough, 19 from 
measles, 10 from infantile diarrhoeal diseases, and 7 each 
from scarlet fever and diphtheria, but not one from enteric 
fever or from small-pox. The annual death-rate from these 
diseases was equal to 3-0, against 2:1 per 1000 in the 
large English towns. The deaths attributed to whooping- 
cough, which had been 81, 104, and 75 in the three pre- 
ceding weeks, rose to 90 and included 47 in Glasgow, 16 in 
Edinburgh, 13 in Dundee, 4 in Greenock and 3 in Aberdeen. 
The deaths referred to measles, which had been 21, 45, 
and 41 in the three preceding weeks, fell to 19, and 
comprised 16in Glasgow, 2 in Aberdeen, and 1 in Clydebank. 
The fatal cases of diarrhea and enteritis (among infants 
under 2 years), which had increased from 5 to 18 in the five 
preceding weeks, fell to 10, of which 7 were registered in 
Glasgow. The deaths attributed to scarlet fever, which had 
been 12, 11, and 6 in the three preceding weeks, were 7 in 
the week under notice, and included 3 in Glasgow. The fatal 
cases of diphtheria, which had been 7, 6, and 11 in the 
three preceding weeks, fell to 7, of which 5 occurred in 
Glasgow. 

The-deaths referred to diseases of the respiratory system, 
which had been 186, 162, and 182 in the three preceding 
weeks, slightly fell to 178 in the week under notice, but 
were 58 in excess of the number recorded in the correspond- 
ing week of last year. The deaths attributed to violence 
numbered 21, against 21 and 32 in the two preceding weeks. 

{In the 16 largest Scotch towns 1314 births and 834 deaths 
were registered during the week ended Saturday, April 24th. 
The annual rate of mortality in these towns, which had been 
221, 20°8, and 20.9 per 1000 in the three preceding weeks, 
declined to 18-5 per 1000 in the week under notice. The rate 
in the several towns ranged from 10:2 in Kirkcaldy, 10°8 in 
Hamilton, and 11‘7 in Clydebank, to 21:2 in Kilmarnock, 
22:5 in Coatbridge, and 30-4 in Falkirk. 

The 834 deaths from all causes were 104 fewer than in the 
previous week, and included 128 which were referred to the 
ape, epidemic diseases, against numbers declining from 
81 to 133 in the three preceding weeks. Of these 128 deaths, 
75 resulted from whooping-cough, 26 from measles, 12 from 
infantile diarrhoeal diseases, 7 from scarlet fever, 6 from 
diphtheria, and 2 from enteric fever, but not one from 
small-pox. The mean annual death-rate from these 
diseases was equal to 2°8, against 2°0 per 1000 in the 
large English towns. The deaths attributed to whooping- 
cough, which had been 104, 75, and 90 in the three 
preceding weeks, fell to 75 last week, and included 44 in 
Glasgow, 13 in Dundee, and 7 in Edinburgh. The deaths 
referred to measles, which had been 45, 41, and 19 in the 
three preceding weeks, rose to 26 last week, of which 20 
occurred in Glasgow and 2 in Dundee. The fatal cases 
of diarrhoea and enteritis (among infants under 2 years), 
which had been 10, 18, and 10 in the three preceding 
weeks, rose to 12 last week, and included 6 in Glasgow 
and 2 in Aberdeen. The deaths attributed to scarlet 
fever, which had been 11, 6, and 7 in the three preced- 
ing weeks, were again 7 last week, of which 5 occurred 
in Glasgow. The deaths referred to diphtheria, which 
had been 6, 1l, and 7 in the three preceding weeks, 
were 6 last week, and included 2 in Aberdeen. The 2 
fatal cases of enteric fever were recorded in Glasgow. 

The deaths referred to diseases of the respiratory system, 
which had been 162, 182, and 178 in the three preceding 
weeks, further fell to 145 in the week under notice, but were 
15 in excess of the number in the corresponding week of 
last year. The deaths attributed to violence numbered 30, 
against 32 and 21 in the two preceding weeks. 





HEALTH OF IRISH TOWNS. 

In the 27 town districts of Ireland, with an aggregate 
population estimated at 1,212,380 persons at the middle of 
this year, 692 births and 521 deaths were registered during 
the week ended Saturday, April 24th. The annual rate of 
mortality in these towns, which had been 22:9, 23°8, and 
22°1 per 1000 in the three preceding weeks, rose to 22:4 
per 1000 in the week under notice. During the 13 weeks 
of last quarter the mean annual death-rate in these towns 
averaged 25°4, against corresponding rates of 19°6 and 22-4 
per 1000 in the English and Scotch towns respectively. 
‘he death-rate last week was equal to 26:1 in Dublin 
(against 18-7 in London and 20:1 in Glasgow), 20°3 in Belfast, 
23-1 in Cork, 22°8 in Londonderry, 16-2 in Limerick, and 
15:2 in Waterford, while in the 21 smaller towns the mean 
death-rate was 20°9 per 1000. 





The 521 deaths from all causes were 6 in excess of the 
number in the previous week, and included 41 which 
were referred to the principal epidemic diseases, against 
40 and 30 in the two preceding weeks. Of these 41 deaths, 
20 resulted fyom whooping-cough, 13 from measles, 5 from 
infantile diarrhoeal diseases, from scarlet fever, and 
1 from diphtheria, but not one from enteric fever or from 
small-pox. The mean annual death-rate from these diseases 
was equal to 1:8, against corresponding rates of 2°0 
and 2°8 per 1000 in the English and Scotch towns re- 
spectively. The deaths attributed to whooping-cough, 
which had been 13, 15, and 11 in the three preceding weeks, 
rose to 20 last week, and comprised 11 in Dublin, 7 
in Belfast, and 2 in Londonderry. The deaths referred 
to measles, which had been 7, 16, and 5 in the three pre- 
ceding weeks, rose to 13 last week, of which 6 occurred in 
Dublin, 5 in Portadown, and 2 in Belfast. The fatal cases 
of diarrhoea and enteritis (among infants under 2 years), 
which had been 11, 3, and 5 in the three preceding weeks, 
were again 5 last week, and included 2 each in Dublin and 
Belfast. The fatal cases of scarlet fever were recorded in 
Dublin and Waterford respectively, and; that of diphtheria in 
Dublin. 

The deaths reterred to diseases of the respiratory system, 
which had been 121, 158, and 119 in the three preceding weeks, 
further declined to 104 in the week under notice. Of the 
521 deaths from all causes, 148, or 28 per cent., occurred in 
public institutions, and 8 resulted from various forms of 
violence. The causes of 14, or 2°7 per cent., of the total 
deaths were not certified either by a registered medical 
practitioner or by a coroner after inquest; in the large 
English towns the proportion of uncertified causes did not 
exceed 0°8 per cent. 





THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 








THE progress of this Fund continues, but the 
outgoings for which preparation has to be made 
are now considerable. The Executive Committee, 
which is very sensible of the great generosity shown 
by the subscribers, wishes to point out that the work 
of relief undertaken by the Fund may be of long 
duration. 

THE WEEK’S SUBSCRIPTIONS. 

The subscriptions received by Dr. Des Voeux 
up to Tuesday evening last, in addition to those 
previously acknowledged, are as follows :— 


£ 8.d. 
Association of Phy- (third donation, total 
sicians of Great £121 2s.6d.)— 
Britain and Ireland Dr. James Appleyard 1 1 0 
(per Dr. Hale White, Dr. J. E. Esslemont ... 1 1 0 
on. Treasurer)... ... 105 0 0 | Dr. K. Mayo Gibbins... 1 1 0 
Nelson, New Zealand, Dr. Mary Jeremy .. 11 0 
District Doctors, | Dr.W.H.L. Marriner 3 3 0 
Chemists, and Den- | Dr. F. Scorer a of Ss 
tists wes eee eee vee 4910 0 | Surgeon-General W. F. 
Societies of Medicine { Stevenson,C.B. .. 1 1 0 
in Italy and Medical | Dr. A. Heygate Verno 220 
Men (per Professor North of England 
SOON ss ce ces, ews B FT S Branch of Belgian 
Dr. Barrs, Leeds, col- | Doctors’ and Phar- 
lected by— macists’ Relief Fund 
Dr. T. B. Hellier... ... § 5 0} (per Dr. James Don 
Dr. Rowden... ... .. 2 2.0 | and Mr. s , 
Mr. Sydney Rumboll.. 3 3 0 | Percival, Hon. Secs.) 
Dr. Frank BE. Kaston .. 3 3 0 (eighth donation— 
Dr. R. M. Courtauld .. 2 2 0, total, £340 10s.)— 
South Indian Branch, ' Dr. E. L. Prowde 2S 
BEA. 6c en D6 OO) Dewees... Fi 6 
Southern Branch,B.M.A. | Dr. J. W. Williams .. 2 2 0 
(per Dr. Jas. Green, Dr. J. Brydon ... 220 
on. Sec.) (fifth Dr. R. Chisholm...  e 
donation — total Leeds College of Phar- 
£56 1s. 6d.)— macy (per Mr. F. P. 
Dr. A. Thomas ... .. 010 6 Sargeant) . 220 
Dr. Henry S. Taylor... 1 1 0] Mr.W.Reeson... .. 1 1 0 
Lt-Col. J. C. H. Messrs. Henry Sykes 
Peacocke ... .. .. 010 6 Ss, a cs es Oe 
Dr. Francis E. Carey 5 O O | Mr. E. Hands... ... .. 010 6 
Dr. S.Gaster ... ... ... 2 2 0 | Buckrose Pharmacists’ 
Bournemouth Division, Association (per Mr. 
B.M.A. (per Dr. E.C. . aves). «. § Od 
Bond, 











on. Sec.) Mr. A. H. Cupit ... 110 


Subscriptions to the Fund should be sent to the 
treasurer of the Fund, Dr. H. A. Des Vceux, at 
14, Buckingham-gate, London, S.W., and should be 
made payable to the Belgian Doctors’ and Pharma- 
cists’ Relief Fund, crossed Lloyds Bank, Ltd. 
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Correspondence, 


** Audi alteram partem.” 








STOMACH JV. HEART IN RELATION TO 
PRAECORDIAL PAIN AND SUDDEN 
DEATH. 

To the Editor of THE LANCET. 


Str,—In his ingenious and elaborate exposition 
of the symptoms exhibited in the patient, the 
subject of his letter to THE LANCET of April 3rd, 
Dr. H. Walter Verdon suggests the central nervous 
system as primarily responsible for them, and Dr. 
©. Edgar Lea, in describing his case in your issue 
of April 10th, whilst recognising the well-marked 
physical causes of the suffering, is still of opinion 
that there were hypersensitive nervous centres 
essentially concerned in the phenomena. I confess 
I am personally very sceptical as to segmentary 
neurosis being a causal factor of importance 
in angina pectoris, and I had thought that the 
purely neurosis view of its pathclogy had long 
been abandoned. There is, of course, no doubt as 
to the existence and in some degree the diagnostic 
value of localised “algesia,” or, as I should prefer 
to say, surface pains, and points of tenderness in 
angina pectoris, as in association with most forms 
of visceral suffering, and a nerve centre may 
become hypersensitive from repeated excitation. 
The presence, however, in Dr. Verdon’s case of 
commencing ossification, which must, I presume, 
stand for a marked degree of atheromatous rigidity, 
in the course of the coronary artery is, in my 
opinion, a very important factor in the pathology 
and issue of the interesting case which he describes. 
The symptom of pain over a precordial area coming 
on during marked exertion, especially after a meal, 
is very common in aortic disease likely to eventuate 
in angina pectoris. The fact of its arrest on the 
cessation of effort strongly points to its being a 
pressure symptom in a tender vessel, as has been 
pointed out by Sir Clifford Allbutt. Very often the 
pain returns with the resumption of effort, and that 
it does not always do so is, I think, capable although 
difficult of explanation. 

I am, Sir, yours faithfully, 


R. DouGLAS POWELL. 
Portland-place, W., April 26th, 1915. 





TREATMENT OF “INCRUSTED CYSTITIS” 
BY SUPRAPUBIC DRAIN AND INTRA- 
VESICAL INJECTION OF LACTIC 
BACILLUS. 

To the Editor of THE LANCET. 


Sir,—My attention has been called to an address 
given to the American Association of Genito- 
urinary Surgeons at Stockbridge, Mass.,on May 16th, 
1914, by Dr. John R. Caulk, of Washington Uni- 
versity Hospital, published in January ef this year,’ 
in which he says, in bringing the.-malady before the 
notice of the association, his object is “to empha- 
size its seeming malignancy if not properly treated, 
to outline some of its clinical and pathological 
features, and above all to present a treatment, 
which in my hands has worked not only satis- 
factorily, but like magic.’”’ The treatment consists 





; = American Journal of Urology, Venereal and Sexual Diseases, 
vol. xi., p. 1. 





of intravesical injection of lactic bacilli and supra- 
pubic drainage, and in recommending the treat- 
ment he affirms: “As far as I have been able to 
determine, this procedure has never been previously 
used in incrusted cystitis.” 

The question of priority in adopting any par- 
ticular treatment is of little importance as con- 
trasted with a proper estimate of its real value. I 
am glad that Dr. Caulk has emphasised the useful- 
ness of the lactic bacillus and drainage, in the 
treatment of cystitis, when there are phosphatic 
deposits in the bladder, a treatment I have used 
for more than a dozen years and found most 
valuable. In an article in THE LANCET,®* in referring 
to the treatment of cystitis due to organisms which 
decompose urea, those which cause ammoniacal 
urine and the deposit of alkaline phosphates, I 
wrote :— 

When the urine is alkaline after irrigating an instillation 
of pure lactic bacillus cultures in milk whey or the filtrate 
of saurine may be employed with great advantage. By 
setting up an acid fermentation the urea-decomposing 


organisms are weakened or destroyed and the phosphates 
dissolved. 


And with regard to suprapubic drainage— 

This drainage must be supplemented by careful irrigation, 
and if the urine is alkaline, or contains alkaline phosphates 
after inrigating, an instillation of lactic bacillus cultures 
should be given. Milk whey containing pure lactic bacillus 
not only destroys the septic organisms in the bladder but 
also dissolves phosphatic crusts adhering to the bladder or 
the wound. The filtrate of saurine does admirably and may 
be used with advantage in all purulent conditions. A suppu- 
rating sac or a granulating surface thoroughly washed 
regularly with it cleans up rapidly ; it acts more satisfactorily 
than any chemical antiseptic, and the lactic acid bacillus not 
being a pathogenic organism does no harm. In some cases 
quite remarkable results have been obtained. ...... The 
drainage employed is by syphoning the urine into a suitable 
vessel so as to permit the patient to go about with freedom. 
The method used for the last nine years is easily carried out 
and has been very successful. 


It may be interesting for your readers to know 
that long before Metchnikoff discovered the value 
of the Bulgarian bacillus as a destroyer of smaller 
and less active organisms, in some parts of the 
Highlands of Scotland butter-milk was a common in- 
gredient of poultices used for the cleansing of putrid 
sores. I first saw it used byagamekeeper in the Island 
of Mull in 1893, and when he told me that the addi- 
tion of butter-milk cleaned the sore immediately I 
was very sceptical, but when I saw the result a 
couple of days later I was more than surprised. 
Later in the same year an opportunity offered 
itself of testing the effect of poultices containing 
butter-milk, and the result satisfied me that there 
was something good in the treatment, as a slough- 
ing surface, which was very putrid, soon cleared 
up, and the local irritation consequent on the 
septic absorption disappeared. Since then I have 
often used lactic bacilli cultures to destroy septic 
organisms. At a time when bacteriological research 
was in its infancy the simple filtrate of butter- 
milk, the whey, was used, but later pure cultures 
were made by inoculating sterilised solutions of 
sugar of milk with Bulgarian bacilli. Without or 
with a suprapubic opening I have used constantly 
this treatment of cystitis with most satisfactory 
results, and Dr. David Watson has employed a 
similar treatment for gonorrhea in women.® In 
his admirable book on gonorrhea he gives details 





2 Newman: Cystitis, its Causes and its Treatment, THe LANCET, 
Feb. 24th and March 2nd, 1912. 
3 David Watson : Gonorrhea and its Consequences, 1914, p. 265. 
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of a method of preparing: soft tablets and bougies, 
which are very convenient for his purpose, but I 
have always preferred freshly made cultures in 
a fluid medium as most suituble for urological 
work. 

I have been unable to discover whether it is the 
lactic bacilli or their products that produce the 
effect. Chemically pure lactic acid dissolves 
phosphates, but it does not destroy septic organisms 
to anything like the same extent as freshly pre- 
pared cultures of lactic bacilli. I am inclined to 
believe that the lactic bacilli devour or break up 
the pyogenic organisms or their products neutralise 
the toxins of the less virile organisms. There is 
a bacterial contest takes place in which the lactic 
bacillus is always the victor. Recently I have used 
this treatment for the cystitis remaining after 
nephrectomy for tuberculous kidney. It certainly 
facilitates recovery in a remarkable way; but, of 
course, very special care must be taken to have the 
cultures pure.—I am, Sir, yours faithfully, 

Glasgow, April 20th, 1915. DAVID NEWMAN. 





THE MANUFACTURE OF SALVARSAN 
PRODUCTS IN ENGLAND AND FRANCE. 
To the Editor of THE LANCET. 


Sir,—In THE LANCET of April 3rd I described two 
cases of acute arsenical poisoning following injec- 
tions of novarsenobenzol (Billon) and kharsivan 
(B. W. & Co.) respectively, and I shall be glad if you 
will allow me to supplement my previous letter by 
a brief description of two further cases following 
the use of one of the substitutes for salvarsan, one 
of which unfortunately proved fatal. 


CASE 3.—A perfectly healthy youth, aged 19, was admitted 
to the Lock Hospital on Feb. 24th, suffering from a syphilitic 
sore and an early maculo-papular syphilide. On March 2nd 
he was given an intravenous injection of kharsivan 0:6 grm., 
which was not followed by any noticeable reaction. On 
March 11th a second injection of similar strength was 
administered, and on March 14th he developed intense and 
universal erythema, accompanied by extreme languor and 
irritation of the oral, naso-pharyngeal, and conjunctival 
mucous membranes, swelling of the eyelids, and photo- 
phobia. Subsequently there ensued a profuse exfoliative 
dermatitis, bronchitis, and broncho-pneumonia, to which 
condition he succumbed on April 12th. 

Case 4.—A strong, healthy man, suffering from early 
syphilis, received an injection of neosalvarsan (0°9 grm.) on 
Jan. 13th; on Jan. 18th he was given an injection of 
novarsenobenzol (09 grm.), and on Jan. 26th one of 
kharsivan (0‘6 grm.). This treatment was followed by in- 
jections of ‘‘ gray oil,” and on Feb. 20th he was discharged 
free from symptoms. On March 6th he presented himself, 
suffering from an, acute vesicular dermatitis, which, com- 
mencing in the pubic region, spread rapidly over the trunk, 
limbs, and face ; this was followed by profuse desquamation, 
which is now subsiding (April 20th). 

Thus, with the two cases mentioned in a previous 
communication, I have met with four cases of 
arsenical poisoning, since the beginning of the 
present year, following the employment of sal- 
varsan substitutes, and in one of these cases I fear 
that this treatment must be held responsible for a 
fatal issue. In your issue of April 10th there 
appears a communication from the National Medical 
Research Committee on the manufactureof salvarsan 
products in England and France, from which it 
might be imagined that we are now perfectly in- 
dependent of the German preparation. “The com- 
mittee have caused experimental assurance to be 
obtained that both the French and English prepara- 
tions are equivalent to the German in therapeutic 





effect. This has been done by a comparison of 
their relative potencies in curing experimental 
trypanosomiasis in mice, and experimental spiro- 
cheete infections in rabbits.” These experimental 
researches on mice and rabbits may be per- 
fectly satisfactory to the committee, but they 
are not in the least degree convincing to some 
who, like myself, are concerned in the treatment 
of the human subject. In an article in the British 
Medical Journal of April 17th my colleague, Mr, 
McDonagh, writes: “I am firmly of the opinion, 
from the several very toxic effects I have seen 
follow the use of the new products, that the 
successful manufacture has not been solved, and 
that the medical profession would be well advised 
to await the reports of clinicians before using the 
products, even if they have been passed by scientific 
workers and submitted to the strictest laboratory 
controls.” 

The report alluded to goes on to state: “The 
committee are confident that as far as the 
strictest laboratory controls can ensure it the 
profession and the public are now receiving from 
English and French sources compounds fully up 
to the standard of the best German samples pre- 
viously sold.” The confidence of this committee is 
not shared by Mr. McDonagh or by myself, both 
of whom have been employing these so-called 
“German samples” somewhat extensively for the 
past five years. 

Whilst fully recognising the praiseworthy efforts 
of Messrs. Burroughs Wellcome and Co. to render 
this country independent of the German product, I 
do not consider that their efforts so far have been 
crowned with complete success, though I trust that 
in course of time they will succeed in manu- 
facturing a substance as free from toxic effects as 
the preparation elaborated by Ehrlich after years 
of strenuous labour and after repeated disappoint- 
ments. 

It is within my knowledge that application has 
recently been made by a well-known firm to import. 
salvarsan and neosalvarsan through a neutral 
country, but this application has been bluntly 
refused by the Board of Trade on the ground 
that the French firm of Poulenc Fréres and the 
English firm Burroughs Wellcome and Co. will 
shortly be in a position to supply all reasonable 
requirements for the treatment of syphilis in this 
country by their salvarsan substitutes. My experi- 
ence, however, precludes me from recommending 
the use of these substitutes, and in the absence of 
the original, I anticipate shortly being compelled to 
revert to the treatment of syphilis by mercury. 

I am, Sir, yours faithfully, 


J. ERNEST LANE, 
Surgeon to the London Lock Hospital. 
Queen Anne-street, Cavendish-square, W., April 23rd, 1915. 


To the Editor of THE LANCET. 


Sir,—Mr. Ernest Lane, in your issue of April 3rd, 
raises two questions of much importance at the 
present juncture. The first refers to the com- 
parative value of the substitutes for salvarsan and 
neosalvarsan now on the English market, and the 
second to the need for preventive measures against 
the “inevitable increase in venereal disease at the 
termination of the war.” 

The illuminating article on “The Manufacture 
of Salvarsan Products in England and France,” 
which you published on April 10th, will doubtless 
allay much of the feeling of distrust of the new 
brands which Mr. Lane’s letter is sure to have 
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excited, but I would be glad if you will allow me, 
with all respect, to criticise Mr. Lane’s conclusions 
and to advance my own more favourable findings. 

Mr. Lane states that while he found the results 
from the use of the substitutes “fairly satisfactory” 
their “ toxic effect is much more intense,” and he 
sounds a note of warning as to their employment. 
Both of the cases which Mr. Lane cites in support 
of the intense toxicity theory are capable of a 
somewhat different construction. Thus in Case 1 
a course of intramuscular injections of mercury 
had to be interrupted owing to the onset of 
symptoms of mercurialism, and the dermatitis, 
although it followed an intravenous injection of 
novarsenobenzol (Billon) administered three weeks 
after the last mercurial injection, may have been 
partly or entirely a mercurial dermatitis. I have 
had under my care three cases of intense general 
dermatitis due to idiosyncrasy to mercury. Apart 
from this possibility, the evidence already provided 
of the patient’s tendency to drug intolerance would 
indicate the need for caution and would suggest a 
small initial dose. 

In Case 2 a second injection of kharsivan was 
given eight days after the first injection. For 
either salvarsan or kharsivan this is too short an 
interval if full doses are employed. Mr. Lane, 
unfortunately, omits to mention the dosage. 

In criticising kharsivan we must not forget that 
it is comparable only to salvarsan and not to neo- 
salvarsan. Both kharsivan and salvarsan are more 
toxic and at the same time more efficacious than 
neosalvarsan. The experience of my assistants 
and myself with kharsivan, which now covers 180 
injections, leads me to conclude that its immediate 
and remote effects differ in no way from salvarsan. 
We have found that it is subject to exactly the 
same limitations and risks, but that it is equally 
beneficial in promoting the healing of syphilitic 
lesions. We have not been without our troubles 
in this series of cases, but we have no reason 
to blame the drug but only our methods. Two 
patients were seriously ill. Both of these were 
pregnant women who received the excessive 
dose of 06 grm. Personally I never use 0°6 grm. 
either of salvarsan or kharsivan. To do so 
in pregnant women is to invite complications. 
Nevertheless, in 43 out of the 180 kharsivan injec- 
tions doses of 0°6 grm. were used. All of these 43 
injections were given to women, and it was only 
amongst them that any troublesome reactions were 
experienced. In no case was dermatitis encountered, 
but more or less gastro-intestinal irritation was 
evident in 24 cases. Complaint only of headache 
was made in 4, of feeling sick in 3; vomiting was 
present in 19 and diarrhcea in 6. A temperature of 
100°F. or over was found in 6 instances. There is 
here, I think, sufficient evidence to warrant the 
conclusion that a dose of 0°6 grm. is inadvisable, 
and those of us who have been using this quantity 
have at last been induced to abandon it. Throm- 
bosis we have not met with since the early days of 
salvarsan treatment, but when kharsivan is allowed 
to infiltrate the tissues a cellulitis, as in the case 
of salvarsan, is to be expected. 

That salvarsan is not less toxic than kharsivan 
in similar dosage is proved by our records, but space 
will not permit any elaboration on this point. Neo- 
salvarsan in corresponding dosage is much less 
prone to excite irritation, but how neokharsivan 
will compare with neosalvarsan I am as yet unable 
to say, having used only 12 tubes of this prepara- 
tion. I would like to advise, however, that the 








instructions accompanying the vial should be care- 
fully read and rigidly adhered to. 

With regard to Mr. Lane’s plea for preventive 
measures calculated to control the spread of 
venereal diseases at the termination of the war, 
it is to be hoped that the Army Medical Department 
will endeavour, for the sake of military efficiency 
as well as for the public well-being, to supply 
effective treatment for their venereal cases. 

I am, Sir, yours faithfully, 


Glasgow. DAvID WATSON, M.B., C.M. Glasg. 





THE MENTAL TREATMENT BILL. 
To the Editor of THE LANCET. 


Sir,—Now that a Bill is being promoted to make 
it possible for us to treat without certification 
soldiers and sailors suffering from serious mental 
disorder due to shock, this is surely an opportunity 
for extending similar benefits to civilians in special 
instances. There are many cases of mental disease 
in which recovery occurs comparatively quickly 
under systematic residential treatment, and this 
possibility is evidently admitted by the authorities, 
the whole point of the new Bill being the avoidance 
of the stigma of certification. Yet many persons 
have to be certified for conditions likely to recover 
within a few months because the law at present 
does not permit of their being taken into nursing 
homes or doctors’ houses otherwise. 

Is there any sound reason why it should not be 
made possible to treat such cases without -certifi- 
cation for a period of six months, provided that 
certain safeguards are erected? And for this it 
should be sufficient for the Government to appoint 
several experienced alienists as special consultants 
for this purpose, giving them power to issue a per- 
missory certificate to any medical man who has the 
care of an individual bordering on insanity, yet in 
whose case there is a reasonable possibility that 
recovery may occur soon with residential treat- 
ment. Such a certificate would be one concerning 
treatment only, and not affecting the status of the 
patient as a person of sound mind. Obviously 
certain conditions should be excluded from the 
operations of such a Bill under any circumstances, 
particularly general paralysis, cases of advanced 
dementia, and all cases exhibiting evident homicidal 
or suicidal tendencies. 

I am, Sir, yours faithfully, 


EpwIn L. ASH, M.D. Lond. 
Harley-street, W., April 26th, 1915. 





THE SCOTOMA OF MIGRAINE. 
To the Editor of THE LANCET. 

Sir,—With regard to Dr. F. W. Edridge-Green’s 
article on the above subject in your issue of April 24th, 
though I do not quite follow all his arguments, nor 
can I produce in myself the phenomena he describes 
which can be noticed on awaking in the morning 
and looking at a white ceiling, I feel certain that he 
is right in attributing the scotoma to disturbance 
“ of the circulation of the eye.” I think this is 
shown very clearly by the following case. 

A student of Guy’s Hospital some 20 years ago 
had ocular migraine, which took the form of 
complete blindness of one eye, and came on very 
rapidly. I had the opportunity on several occasions 
of examining the eye when the attack was on. 
As far as I remember the pupil was always dilated ; 
the ophthalmoscopic appearances were most marked 
and always the same. The eye could not see 
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the light from the ophthalmoscope mirror. The 
retinal veins were so engorged that they looked 
almost bursting; the arteries—perhaps only by 
contrast—were thin. 

On every occasion I watched the eye whilst the 
attack lasted, and was always able to say “ You are 
beginning to see again,’ which meant that the 
veins were beginning to empty and gaining their 
natural size, which they succeeded in doing in the 
course of a few minutes, with complete return of 
sight. When this gentleman left the hospital he 
went into practice in a healthy seaside town, where 
he never had another attack. As far as I remember, 
but am not certain about it, he suffered from some 
form of heart trouble. 

One of my colleagues at Guy's, long since dead, 
suffered in exaetly the same way. He had conical 
cornea in one eye, and that eye was very little use 
to him. His first attack of migraine came on when 
he was in the street, fortunately not far from home. 
He went almost suddenly blind in his good eye and 
had to get someone to take him home. He was 
naturally very much alarmed, and it was at the 
beginning of his career. Whilst he was telling his 
wife that he feared all was over with him his sight 
began to return and was soon entirely restored. 
He consulted me about it and I told him it was 
migraine, and I thought due to something wrong 
with circulation, that he knew the worst of it and 
need not trouble himself about it. He had other 
attacks, but I never had an opportunity of examin- 
ing his eye during one; at other times the eye was 
normal except for a low degree of myopic astig- 
matism. He had cardiac trouble of which he 
eventually died. I do not know the nature of it. 

I am, Sir, yours faithfully, 
Brook-street, W., April 25th, 1915. CHARLES HIGGENS. 


OUR LIMBLESS SAILORS AND SOLDIERS. 
To the Editor of THE LANCET. 

Srr,—A great number of sailors and soldiers 
serving at the war have already been disabled by 
loss of limbs, and there will be many more before 
the war is ended. These men are now being dis- 
charged from hospitals and returning to their 
homes or friends with their wounds recently healed, 
and without adequate arrangements being made 
for their future care, comfort, or prospects. The 
country owes it to these gallant men that proper 
provision should be made for them, that they should 
be cared for until they have fully recovered their 
strength and nerve and learned how to use their 
new limbs, so as to become capable of taking up 
employment again in the form best suited to 
each. This cannot be done in existing hospitals. 

A committeé has been formed recently with 
the gracious approval of Her Majesty the 
Queen, and with the sanction of the Directors- 
General of the Navy and Army Medical Services, 
and steps will be taken immediately to establish.one 
or more convalescent auxiliary hospitals (including 
an officers’ branch) where these poor fellows may 
be concentrated and where they can get fitted and 
accustomed to their artificial limbs under the best 
conditions, with the generous advice of several 
eminent orthopedic surgeons. Application is being 
made to the Prince of Wales’s Fund for a grant. We 
feel sure that an ever-generous public will also 
readily respond to our appeal. All communica- 
tions and donations should be addressed to C. H. 
Kenderdine, St. Stephen’s House, Westminster, S.W. 
(marked “Auxiliary Hospital”).—Yours obediently, 
KATHLEEN FALMOUTH, 

M. E. GWYNNE HOLFORD. 





April 29th, 1915, 





Obituary. 


Sir THOMAS SMITH CLOUSTON, Kt., M.D.EDIN., 
LL.D. Eprin. & ABERD., F.R.C.P. EDIN., 
CONSULTING PHYSICIAN, FORMERLY MEDICAL SUPERINTENDENT, TO 
THE ROYAL ASYLUM, MOKNINGSIDE, EDINBURGH, 

THE death of Sir Thomas Smith Clouston, which 
took place suddenly at his residence in Edinburgh 
on April 19th in his seventy-fourth year, has 
deprived the profession of one of its leading 
alienists. For nearly half a century he devoted 
himself entirely to the study of mental diseases. 
Born in Orkney, where his father lived, he received 
his early education at the West End Academy, 
Aberdeen, and afterwards entered the University 
of Edinburgh, where he had a brilliant career as a 
student. He qualified in 1860 as L.R.C.P. Edin. 
(of which College he became a Fellow in 1873), and 
in the following year graduated M.D. at the Uni- 
versity, where he was the thesis gold medallist, 
and this, together with the winning of the Fothergill 
gold medal in 1870, foreshadowed the distinguished 
future before him. It is noteworthy that two of 
his fellow graduates were James Bell Pettigrew, 
the eminent anatomist, and John Anderson, the 
naturalist. 

Immediately after qualifying he was appointed 
assistant physician under Dr. Skae at the Morning- 
side Asylum, his two colleagues being the late Sir 
John Sibbold and Dr. David Yellowlees. This 
position he held for three years, and in 1863 was 
appointed superintendent of the Cumberland and 
Westmorland Asylum at Carlisle. He held this 
post for ten years, made his mark iu it both as 
observer and administrator, and left to accept the 
position of physician-superintendent to the Royal 
Asylum, Edinburgh, where for 35 years he laboured 
assiduously to render the asylum a model institution 
for the treatment of mental diseases and a training 
school for alienist superintendents of other institu- 
tions throughout the world. Almost immediately 
after his appointment he set to work to reno- 
vate and reconstruct the institution, and the 
success of his labours was seen in the open- 
ing of Craig House. Some idea of the magni- 
tude of the work of reconstruction may be realised 
by the fact that during the 35 years of his 
office the sum of £180,000 had been expended 
by the directors of the institution which has 
achieved great financial prosperity during that 
period. 

The lectures on lunacy and cognate subjects 
which he delivered to the students at the Royal 
Edinburgh Asylum were marked by a clearness of 
thought and lucidity of expression which at once 
placed him in the forefront of teachers in mental 
diseases, and in 1879, six years after his appoint- 
ment, he became the first lecturer in mental 
diseases in the University of Edinburgh. Four 
years later—namely, in 1883—the first edition of 
his lectures was published under the title of 
“Clinical Lectures on Mental Diseases,” and the 
book, which has gone through six editions (the last 
was published in 1904) has done more perhaps than 
any other work on the treatment of mental diseases 
in spreading throughout the world enlightened 
methods of treatment and wise conceptions of the 
nature of mental aberration. Among his other 
notable works are the “ Neuroses of Development,” 
published in 1891, the “Hygiene of the Mind,” 
which has seen five editions, and “ Unsoundness of 
Mind, which was published some three years ago. 
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He was the editor of the Journal of Mental Science. 

The proper scope and direction of education 
and the mischief and its prevention due to 
alcoholism, being closely associated with the 
subject of which he was so distinguished an 
exponent, were naturally among the many socio- 
logical questions with which he interested him- 
self. His lectures on matters affecting the 
morality and mental health of the country were 
always eagerly attended and were practical in their 
results. He took a prominent part in the establish- 
ment of a council of public morals in Scotland. In 
the question of eugenics and marriage he was also 
much interested, his little book “ Before I Wed” 
containing sound and practical advice of a much 
needed character. In 1910 he gave evidence on 
behalf of the British Medical Association before the 
Royal Commission on Divorce and Matrimonial 
Causes. 

Of the many honours which were bestowed upon 
Sir Thomas Clouston in the course of his life he 
valued none more highly than that of the freedom 
of Kirkwall, the capital town of his native Orkney, 
which he received in 1908. He was an ex-President 
of the Medico-Psychological Association and of the 
Edinburgh Medico-Chirurgical Society, and was 
President of the Royal College of Physicians of 
Edinburgh in 1902 and 1903. The University of 
Aberdeen conferred upon him in 1907 the honorary 
distinction of LL.D., and in 1911, when the 
King and Queen visited Edinburgh, he was knighted. 
In the same year the University of Edinburgh 
conferred upon him its honorary Doctorate of Laws. 
During the annual meeting of the British Medical 
Association at Edinburgh in 1875 Dr. Clouston 
was Vice-President of the Section of Psychology and 
President of the same section at the meetings held 
at Brighton in 1886 and at Edinburgh in 1898. 

Dr. Clouston married Harriet Segur, the daughter 
of William Storer, of New Haven, Connecticut, 
U.S.A., who survives him, with two sons and one 
daughter, the latter being the wife of Dr. David 
Wallace, C.M.G., surgeon to the Edinburgh Royal 
Infirmary. One of his sons is the well-known 
humorous writer, Mr. J. Storer Clouston. 





EDWIN THOMAS MOSSE TUNNICLIFFE, 
M.R.C.S., L.S.A. 

THE death of Mr. Edwin Thomas Mosse Tunnicliffe, 
of Biana, North Finchley, occurred suddenly on 
April 15th last, while playing golf. Death was due 
to a form of morbus cordis, Adams-Stokes disease, 
of which he had had several previous attacks. 

E. T. M. Tunnicliffe was born in 1860, and was 
the son of Frederick Warner Tunnicliffe, of Biana, 
Eecleshall, Staffs. He was educated at private 
schools, and, making up his mind to enter the 
medical profession rather later than the average 
student, joined St. Bartholomew’s Hospital in 
1883. He qualified L.S.A. in 1887, and M.R.C.S. 
in 1888, and almost immediately bought a small 
share in an old-established practice at North 
Finchley and Whetstone. The practice increased 
rapidly and in 1902 the firm dissolved partner- 
ship. For four years Tunnicliffe worked a very 
large practice single-handed and the early sym- 
ptoms of the breakdown which followed occurred 
during this strenuous time. In 1906 he was 
fortunate in obtaining a partner who much 
relieved the strain of work, and at the time 
the end came, Tunnicliffe was thinking of slow- 
ing down and gradually retiring from practice, 
a sadly common position. 








From a small beginning Tunnicliffe built up 
one of the largest practices in his district. 
All who met him in consultation, and they were 
many, recognised at once that they were dealing 
with a man well trained in the principles of 
medicine and surgery, scrupulous in his regard 
for medical ethics, and thoroughly capable of esti- 
mating the relative value of clinical fact. The 
respect in which he was held by his patients was 
testified to by the number of people attending his 
funeral and by the very many tokens of condolence 
sent. He leaves a widow, a son who is just com- 
pleting his training at Sandhurst, and a daughter, 
to whom in their bereavement the sympathy of the 
medical profession will go out. 





THE LATE Dr. J. H. BENpDLE.—We published 
last week a short note of the death of Dr. J. H. Bendle, the 
county oculist for Somerset. We have since received from 
Dr. W. G. Parker the following appreciation of the late 
Dr. Bendle’s work :—‘‘ Dr. Bendle was my colleague in the 
school medical service in Somerset for over six years. His 
death is a great personal loss to his colleagues, to whom he 
was always a true friend and loyal comrade. Perhaps one 
of his most outstanding characteristics was his loyalty to his 
friends, of whom he had many. He was a good com- 
panion, could tell a good story and tell it weli, and 
an evening spent with him was never dull. A supremely 
conscientious worker, who devoted much care to detail, 
he was also a sound and capable practitioner with a 
wide knowledge, which he brought to bear on his work. 
In his work as school oculist, each individual case received 
careful thought, as well as a thorough examination, and he 
was never satisfied with any result but the best possible. 
He remembered and followed up his cases for years, taking 
a great interest in them and keenly watching their progress. 
He never spared himself, and spent at his work many hours 
which should have been free for rest and recreation. Both 
as an Official and as a man he set and lived up to a very high 
standard. His death is a great loss to the school medical 
service, and his place will be a difficult one to fill 
satisfactorily.” 


DeatH OF Dr. JoseEpH Harwoop WILSON, OF 
STANDISH, LANcs.—Dr. J. H. Wilson died on April 8th, at 
the age of 49, after only a few days’ illness. He received 
his early education at Wigan Grammar School, afterwards 
proceeding to Eastbourne College, Owens College, and 
Durham University, where he graduated in 1887. He first 
entered upon practice at Hull, and went to Standish about 
23 years ago. Here he was appointed medical officer of 
health to the urban district council and to the Standish 
district of the Wigan Union. He also became surgeon to 
the Lancashire and Cheshire Miners’ Permanent Relief 
Society and surgeon to the Standish Branch of the British 
Red Cross Society, being in charge of the Woodlands No. 3 
Hospital. He leaves a widow. 


THE LATE Mr. Francis JoHN Auaustus BALDWIN. 
—An inquest was held at Padstow, Cornwall, on April 22nd 
on the body of Mr. F. J. A. Baldwin, which was recovered 
from the sea the day previous. Mr. Baldwin was a passenger 
on the Yalaba, which was torpedoed by a German submarine 
on March 28th in St. George’s Channel. The jury returned a 
verdict of ‘‘ Found drowned,” and expressed indignation at 
the inhuman conduct of the crew of the submarine in 
sinking the Falaba. Mr. Baldwin, who was 55 years of age, 
was in the Colonial Medical Service at Nigeria, West Africa. 
He was also a justice of the peace and deputy coroner. 


THE LATE Bensamin D. C. Bett, L.R.C.P., 
L.R.C.S. Edin., J.P.—The death of Mr. Benjamin Bell took 
place at his residence in Kirkwall, Orkney, on April 7th, at 
the age of 55. He was a native of Shetland, and was 
educated in Edinburgh, where he qualified L.R.C.P., 
L.R.C.S. in 1884, in which year he commenced practice in 
Orkney. He was medical officer of the Borough of Kirkwall, 
and held a number of other public appointments. He leaves 
a widow, a daughter of Sir Alexander Christison, Bart. 








938 THE LANOET,) 


THE WAR. 


[May 1, 1915 








Che Gar. 


THE CASUALTY LIST. 

AMONG the names of officers appearing in the 
casualty lists published since our last issue are the 
following :— 

Killed : Second Lieutenant Hugh Bertrand Neely, 
of the Suffolk Regiment, a former student of 
Guy’s Hospital and an L.D.S. 

Wounded: Major H. A. J. Gidney, I.M.S., and 
Captain E. Percival, R.A.M.C. 








THE Honours LIstT. 

Temporary Lieutenant James Robertson Campbell 
Greenlees, R.A.M.C., has been appointed D.S.O. for 
his great gallantry and devotion to duty at Neuve 
Chapelle from March 10th to 14th, 1915, in attend- 
ing on the wounded under very heavy fire. Lieu- 
tenant Greenlees has twice before been brought 
to-notice for similar conduct.—Lieutenant J. G. 
Priestley, R.A.M.C., has been awarded the Military 
Cross for gallantry and devotion to duty at Neuve 
Chapelle on March 13th, 1915, when he continued 
attending to the wounded with great bravery, 
although himself badly wounded. 

The Military Cross has been awarded to Lieu- 
tenant A. C. Hincks, R.A.M.C., for conspicuous 
gallantry and devotion to duty at Neuve Chapelle 
from March 11th to 14th, in collecting the wounded 
whilst under heavy fire. On the night of March 13th 
and 14th, whilst he was attending on a wounded 
man, a shell struck the ambulance wagon, killing 
the man and rendering Lieutenant Hincks un- 
conscious. On recovering he at once proceeded to 
collect the wounded under fire, and continued doing 
so throughout the night. 





THE WORK OF THE RoyaL ARMY MEDICAL CORPS 
AT THE FRONT. 

Mr. Tennant, the Under Secretary for War, made 
a statement this week in the House of Commons 
with regard to the work of the Royal Army Medical 
Corps at the front which must prove extremely 
gratifying not only to that corps and to the autho- 
rities of the Army Medical Service but also to the 
whole medical profession. He described the health of 
the British troops as singularly good throughout, 
taking into consideration all the circumstances of 
the existing war, and he based his opinion upon a 
very clear appreciation of what has really happened. 
His praise was well informed; the early critics of 
the Royal Army Medical Corps were not. Our army 
has been attacked, as it was bound to be, by 
different epidemic diseases at different places, 
but the measures of control have been prompt 
and thorough, with the result that the mischief 
threatened by measles and enteric fever has been 
promptly circumscribed. There is not a single case 
of dysentery amongst our troops, said Mr. Tennant, 
and we agree with him that that fact is a remark- 
able one. Such freedom of our army from disease 
constitutes the most speaking tribute to the 
work of the Royal Army Medical Corps, but 
preventive medicine and sanitation are not 
the only fields in which their work has been 
extremely fine. The arrangements for the care 
of the wounded, for bringing them from the 
trenches to the clearing stations, from those 
stations to base hospitals, and, finally, to this 
country, have alike been marked by efficiency, 





promptitude, and humanity. We know how weld 
deserved are Mr. Tennant’s eulogies of the Royal 
Army Medical Corps, and we hope that his words. 
will be widely read. Perhaps they will meet 
the eyes of some of those who, failing to. 
realise the conditions of war at all, found 
the medical care of the wounded at the battle 
of Mons, for example, inadequate. The public 
should know more now of the way in which war is 
waged than it did in September. In September the 
public was inclined to be critical of the Royal Army 
Medical Corps, and we received communications. 
stating that our wounded were not receiving the 
treatment that they had the right to expect. 
This was in the terrible days which marked the 
arrival of our Expeditionary Forces at the front. 
They were immediately compelled to retire in the 
face of overwhelming numbers and were subjected 
on many occasions to heavy slaughter. It is 
obvious that the battlefields upon which our 
wounded lay were immediately occupied by the 
enemy, that the places of retirement selected for 
dressing stations could no longer be used, and that 
situations designed for clearing hospitals came 
early within the range of attack. The recognised 
routine for collecting the wounded, for sorting 
them, and for evacuating them was thrown out 
of gear. Every endeavour was made to collect 
as many wounded as possible, and despite the 
personal risks incurred in the task it was 
attempted to give first aid to those collected and 
where possible to arrange for their transport to 
more permanent shelter. Ever since those terrible 
days when the medico-military service, sharing the 
fortunes of the army which it accompanied, had 
for a time to give way to superior force the care 
of our wounded in the-field has been admirably 
organised and the system of the work of the Royal 
Army Medical Corps has been the special admiration 
of our Allies. We hope some of the early critics of 
the corps will note Mr. Tennant’s words. 





ASPHYXIATING GASES IN WARFARE. 


There has been considerable speculation as to 
what were the asphyxiating gases employed by the 
Germans in recent. engagements. The point is 
of some interest since the method for a time 
gave an undoubted advantage to the ruthless 
enemy. From the accounts of sufferers and 
medical observers it seemed clear from the outset 
that one of three gases had been used—chlorine, 
sulphur dioxide, and nitrogen tetroxide—and an 
official report from Mr. J. S. Haldane, F.R.S., our 
greatest scientific expert on the physiology of 
respiration in poisonous conditions, now pro- 
nounces in favour of chlorine or bromine. These 
are all heavy, irritating gases and cheaply pro- 
duced, except bromine, whose employment can 
only have been mentioned as a possibility. All 
are coloured gases, except sulphur dioxide, 
which, however, may assume a yellow colour 
if made from sulphur sprinkled on burning 
wood. It would seem doubtful, however, if 
fire was used in the production of the gas.. 
inasmuch as the heat of the combustion would 
cause the vapours to ascend rapidly at the point 
of production, when they would be largely diluted 
with air. This seemed from the first to rule out 
sulphur dioxide; moreover, if this gas had been used 
the description of the fumes as “sulphurous” would 
surely have been reported. Nosuch familiar word was 
used. The employment of nitrogen tetroxide for the 
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purpose was improbable, since it would be employ- 
ing a valuable constituent of explosives. Nor could 
the suggestion that the gas was carbon monoxide 
be accepted, since this gas is, of course, colourless, 
while it is slightly lighter than air. To the 
chemist the evidence was at once considerably in 
favour of chlorine having been used in some form 
or other. This gas is very cheap, and is easily 
liquefied and preserved in metal cylinders. It is 
heavy and is yellowish or yellowish-green in colour. 
It may readily be generated from bleaching powder 
used in the portable form of cubes. Chlorine is a 
strongly asphyxiating gas, which takes a long time 
to mix with air, being two and a half times as 
heavy. 

It is fortunate that the methods of prevention 
are similar in each case. All these gases are 
soluble in water and are of an acid nature. A wet 
cloth (preferably with some carbonate of soda) 
should be placed over the mouth, and breathing 
should take place through the mouth, returning 
expired air through the nose. This procedure will 
practically defeat the diabolical design, which to 
some extent loses its terrors with its mystery. The 
gas can only be used comparatively locally. 





Scorrish Mirirary HosriraL at Bancour.— 
Negotiations have been completed for the taking over of 
Bangour Village by the War Office for the purpose of a great 
military hospital. It is at Bangour that the Edinburgh 
District Asylum is situated, an institution that comes next 
to Woodilee and Hartwood in point of size among Scottish 
asylums, and is one of the most up-to-date mental treatment 
centres in the United Kingdom. The transfer of the ordinary 
inmates to other asylums all over Scotland has already 
commenced, and it is expected that the village will be ready 
for occupation as a hospital for sick and wounded soldiers 
in six weeks’ time. While the conversion of other public 
institutions into military hospitals is not uncommon, as, for 
example, Craigleith Hospital, this is the first instance in 
Scotland in which an asylum has beén so utilised. The 
step which has now been taken, however, is merely in 
development of a scheme which has been in progress 
in England for several months. In regard to Bangour, 
the first step taken was when the military authorities 
approached the General Board of Control for Scotland at 
the end of March ‘‘ with the object of obtaining the use 
of an asylum in the vicinity of Edinburgh capable of pro- 
viding accommodation for upwards of 1000 sick and wounded 
soldiers.” On considering the matter the Board of Control 
came to the conclusion that the Edinburgh District Asylum 
was the only institution that fulfilled the War Office require- 
ments, and they accordingly advanced the proposition to 
the District Board of Control that the asylum be handed over. 
Simultaneously, the Scottish Board of Control addressed a 
letter to the other district boards throughout Scotland, 
inviting their céoperation in the work of transferring the 
patients which must follow the conversion of such an institu- 
tion into a military hospital. The response of the Edin- 
burgh District Board was one of prompt and hearty con- 
currence, and the ready way in which the other local 
authorities fell in with the general body’s appeal disposed of 
any misgivings as to the alternative housing of the patients. 
From all parts of the country offers have been made to 
receive a certain number of patients, which in the aggregate 
more than covers the total number (890) at present accom- 
modated at Bangour. At the Royal Asylum at Morningside 
50 cases of sick people have already been received, whose 
removal further afield might have been undesirable. Other 
<entres to which patients will be transferred are Melrose, 
Rosslynlee, Haddington, Fife, Larbert, Hartwood, Hawk- 
head, Ayr, Dumfries, Lochgilphead, Perth, Murthly, Mont- 
rose, Dundee, Aberdeen, Elgin, Banff, and Inverness. The 
Royal Asylum, Morningside, will act as receiving hospital 
for all the cases of insanity occurring in Edinburgh during 
the military occupation of Bangour. Although the accom- 
modation for insane persons at Bangour is less than 
1000 beds, investigation has shown that it will be possible 








comfortably to acccommodate 1350 sick and wounded, 
for the dining rooms and sitting rooms necessary in the 
case of insane patients may, in the case of wounded men, 
be converted into wards. The military authorities after 
inspection have declared the hospital admirably suited to 
the object in view. 

The War Office will take over the institution as a ‘‘ going 
concern.”” The only exception will be in regard to the 
farm, which will continue under the control of the District 
Board, a certain number of patients being retained for its 
working. The produce will, as usual, go to supply the institu- 
tion. Few structural alterations will be necessary, though 
naturally considerable extra equipment will be required, but 
the provision of this will be made by the War Office or by 
the District Board on their behalf. The present hospital has 
an operating room, a laboratory for bacteriological work, and 
an electrical room (with X ray apparatus); but a second 
operating theatre will be necessary. ‘The full staff will be 
retained at present, but a staff of visiting physicians and 
surgeons will also be appointed, and the resident and nursing 
staff will be increased. The present staff numbers 200, and 
it may be noted that close on 50, including two doctors and 
several nurses, are serving at home and abroad. Bangour 
has greatly developed in every way since its establishment. 
When the first patient was received on June Ist, 1904, there 
was accommodation for only 200; now almost five times 
that number are receiving treatment. Bangour is situated in 
the parish of Uphall, in the county of Linlithgow, and the 
estate in the hands of the District Board comprises 960 acres. 
The asylum is built on the village plan, and consists of a 
medical section and an industrial section. In the medical 
section are accommodated recent and acute cases, and those 
requiring special supervision or hospital treatment. This 
section comprises the admission ward, 120 beds ; four villas, 
with 150 beds between them; a hospital, with 150 beds; 
and a sanatorium, with 20 beds. In the medical section 
there is also a nurses’ home, with accommodation for 
80 nurses. Among the houses in the industrial section 
there is accommodation for 460 patients—200 women 
and 260 men. There are also buildings common to 
both sections of the institution, such as a _ recreation 
hall, having a seating capacity for over 700 persons. 
The bakery, kitchen, stores, and laundry are capable 
of providing for a population of at least 1500. Bread 
for the entire village is baked at this bakery, and 
another source of food-supply is the farm, the dairy and 
vegetable produce of which is considerable. The buildings 
are situated about 500 feet above sea-level on a gentle 
southern slope. The air is bracing, the estate well wooded. 
In the opinion of the army authorities it admirably meets 
the soldier’s requirements—rest and quietness. A railway 
station in the grounds constitutes an important additional 
convenience. 

Dr. John Keay, who will continue to act as medical 
superintendent, was appointed to the institution on its 
establishment. 


VACANCIES FOR MepicaL OrFicers.—We are 
informed that there are vacancies for two or three more 
medical officers in the 3/3rd H. C. Field Ambulance. As 
this unit has only just been formed, qualified medical men 
will have the opportunity of getting a full insight into their 
military duties during the training of the men.’ As so many 
medical men fear that their ignorance of drill and general 
army routine may handicap their efficiency, this chance of 
gradual training may offer special inducement. Applications 
should be addressed to Major E. A. Houchin, R.A.M.C., 
Officer Commanding, 62, Claremont-road, Surbiton, Surrey. 


Arp For BLINDED SAILoRS AND SOLDIERS.— 
St. Dunstan’s Blinded Soldiers’ and Sailors’ Hostel, Regent’s 
Park, N.W., organised by Mr. C. Arthur Pearson, chairman 
of the Blinded Sailors’ and Soldiers’ Care Committee, is 
conducted with the concurrence and support of the War 
Office, the National Relief Fund, the Red Cross Society, and 
the Order of St. John, and the National Institute for the 
Blind. Everything suggested by the most careful thought 
of men and women best qualified to advise as to the needs of 
the blind is to be found there, for the Blinded Sailors’ and 
Soldiers’ Care Committee has not depended upon its own 
unaided efforts, but has called to its assistance experts in the 
treatment of the blind from all parts of the kingdom, and it 
is consequently in a position to offer the blinded sailor 
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and soldier advantages which are of the highest order, 
including the provision of a seaside home situated at 
Brighton. Almost without exception those responsible for 
institutions for the blind are working in codperation with it, 
and are helping blinded sailors and soldiers with whom they 
come in contact to parcicipate in the advantages thus open to 
them. Every inmate of the institution is taught some means 
of gaining a livelihood and is instructed in the Braille system 
of reading and writing by blind instructors, a fact which 
imparts a most useful initial confidence. The house, which 
was lent by Mr. Otto Kahn, stands in 15 acres of ground 
and thus enables poultry-farming and market-gardening— 
the latter under the care of Captain Pierson-Webber, him- 
self a blind expert in the craft—to be added to boot-making, 
mat-making, basket-making, carpentering, massage, and 
other occupations that can be pursued by the blind. 

At a meeting of the board of directors of the Royal Blind 
Asylum and School, Edinburgh, held on April 26th, it was 
agreed, on the recommendation of the Blinded Sailors’ and 
Soldiers’ Care Committee, to establish in Edinburgh a training 
centre where blind Scottish sailors and soldiers shall be taught 
‘to be blind,” trained to read and write in Braille, and 
in such handicrafts as may be found suitable. If 
necessary a residence or hostel will be established for 
the. temporary accommodation of those receiving such 
training. The Scottish Branch of the Red Cross Society, the 
various Scottish institutions and societies for the blind, and 
the Naval and Military authorities will be invited to co- 
operate in the work by reporting to the institution all blind 
sailors and soldiers coming under their notice ; and applica- 
tion will be made to the National Relief (Prince of Wales’) 
Fund and the Scottish Red Cross Society for grants to meet 
the expenses incurred. An appeal will also be made to the 
public for subscriptions. 


Tue Kine Georce Hosprrau.—The large build- 
ing near Waterloo Station has made steady progress towards 
completion, and is now practically ready for occupation. 
The equipment and provision of the building for 1650 
patients has been, of course, a very costly affair, and 
especially so as the price of a good deal of the material has 
risen considerably of late. 

The last call is for five microscopes for use in the wards, 
and the committee venture to ask if any members of our 
profession would be willing to lend them (as people have 
been kind enough to lend field-glasses and periscopes to the 
troops at the front). The microscopes should have a half and 
a quarter inch objective. Sir Frederick Treves and Mr. 
Edmund Owen would be glad to hear of anyone who is 
ready to come forward with an offer, and they would do 
their best towards seeing that the microscopes are dul 
returned to their owners when the hospital is closed. The 
office of the joint committee is at 83, Pall Mall, S.W., to 
which correspondence on the subject may be sent. 


SUSPENSION OF INDIAN MEDICAL SERVICE 
EXAMINATION.—It has been officially announced that the 
open comp*titive examination for appointments in the Indian 
Medical Service will be discontinued for the duration of the 
war after the July examination. Instead, the Secretary of 
State for India witl nominate to such appointments as may be 
necessary during the interim, and on the cessation of the 
war will make necessary appointments from qualified persons, 
either European or Indian, who have held temporary com- 
missions during the war in the Indian Medical Service or 
Royal Army Medical Corps, or who have served with British 
or Indian Expeditionary forces, hospitals, or hospital ships. 
Due announcement will be made when the ordinary 
examinations are to be resumed. 


From A HospiTat IN THE Savoy.—An English 
correspondent in charge of a hospital behind the southern 
lines of the French army has sent us a description of hospital 
life which shows clearly that our allies in their recent 
successful advances have cheerfully paid the price of war. 
While the French casualties have been less than those of the 
Germans, they have none the less been large, and a number 
of very serious injuries occur daily. ‘*The removal of 
damaged tissues, splinters of bone, and wayward missiles gets 
monotonous in the long run,” writes our correspondent, ‘‘ and 
we welcome anything forachange. I have acase of cerebro- 
spinal meningitis in a farm lad 15 miles away from hospital. 





I did lumbar puncture and centrifugalised the cerebro-spinal 


fluid, and made a preparation, stained it, and obtained the 
diplococcus, and sent a message to the Prefecture at 
Chambéry for a supply of serum, which duly arrived. (My 
device for a centrifugator is to tie the test-tube with sticking 
plaster to a spoke of my motor cycle and set the engine 
going. In five minutes ‘ca y est.’) I rather expected, 
given the proximity of so many soldiers, that the authorities 
would have communicated with me further, but there is a 
gratifying confidence that all steps with regard to the spread 
of disease will be taken by us upon our own initiative. 
I am engaged in a very busy practice extending 20 miles 
round. It is appalling what a quantity of phthisis there is 
about. The well-to-do sturdy peasant farmers’ houses are 
filthy; the inside walls are rough uncoated stone, with 
millions of little ridges and added shelves for dust collection, 
and totally unwashed floors. When I remonstrate I am told, 
‘The fact is, there is no one to attend to such things.’ 
‘But,’ I say, ‘you might smear mud over the walls and 
make them smooth with a layer of limewash as the Arabs do, 
and you might scrub your floors now and then, for there are 
plenty of women.’ ‘Oh,’ they say, ‘everybody works on 
the land, and when they have done their day’s work no one 
has the energy to turn-to indoors. So there you are!” Our 
correspondent winds up by extolling the thrift and good 
sense of the French peasants in making palatable salads out 
of dandelions and nettles. 


Wounvep ALLIges RELIEF ComMMITTEE.—HELP 
FOR MONTENEGRO.—The Wounded Allies Relief Committee 
has decided, in consequence of the spread of typhus and 
typhoid fever in Montenegro, to despatch to Montenegro Dr. 
Isabel Ormiston, an Australian lady, and a graduate of 
Sydney University and Chief Medical Inspector of Schools 
to the Government of Tasmania. Dr. Ormiston was in 
charge of the Kursaal Hospital at Ostend, until she and 
the English Voluntary Aid Detachment which assisted her 
were ordered by the Germans into Holland. Since Christmas 
she has been working at the Queen of the Belgians’ Hospital 
at La Panne. When Dr. Ormiston has reported to the com- 
mittee on a suitable base, means of transport, and the most 
desirable type of unit, her requirements will be despatched 
with the minimum of delay. All contributions towards the 
unit, which will be provided with an ample supply of dis- 
infectants, disinfectors, and destructors, will be gratefully 
received by the honorary treasurer, Mr. T. O. Roberts 
(manager), London County and Westminster Bank, 
217, Strand, W.C. 


THe NATIONAL CoMMITTEE FOR RELIEF IN 
BeLGiIuM.—This committee has issued during the week 
a powerful appeal for assistance in money to meet the 
terrible emergency in Belgium, which is stated to be no 
less than the slow starvation of much of the population. The 
appeal is signed by the Archbishop of Canterbury, Cardinal 
Vaughan, the Lord Mayor of London, the Duke of Norfolk, 
Lord Rosebery, and other influential persons, and the 
treasurer is Mr. A. Shirley Benn, M.P. 


Gratuitous TREATMENT OF OFFICERS AT AIX- 
LES-Batns.—Arrangements have been made for carrying 
on the treatment at the bathing establishment, which is 
State property, as usual. It has been intimated to the 
director, Dr. Durand Desmond, that his proposal to 
accord gratuitous treatment to sick and wounded 
officers of the Allied Armies has been officially approved. 
This is a valuable offer in view of the large number 
who have contracted rheumatism in the trenches, or 
have been left with damaged or stiff joints as the 
result of wounds. A certain number of the principal 
hotels have been reopened in order to provide accommoda- 
tion for visitors, and the hotel proprietors’ syndicate 
announce a special tariff varying from 5 to 10 francs a day, 
inclusive, for convalescent officers. The Casino will open 
shortly, and provision will be made for light musical 
entertainments. The train service between Paris and Aix 
is as rapid and as comfortable as heretofore. 


SuraicAL DresstNcs FOR THE ALLIEs.—The 
Kensington War Hospital Supply Depét, situated at 
11-12, Kensington-square, has over 600 workers codperating 
with the Kensington division of the Red Cross Society in the 
production of surgical dressings and comforts for the 
soldiers. These workers, besides their labour, provide 
between them sufficient funds to meet the weekly expenses 
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of the depét. But as their present premises do not allow 
them to keep pace with the demands, they appeal for gifts 
of old linen, dressing-gowns, shirts, socks, slippers, and 
rubber hot-water bottles. We are informed that, encouraged 
by the success that attended on the Kensington War Hos- 
pital Supply Depét, its organiser, Miss Ethel McCaul, has 
opened a second depdét at 32, Queen Anne-street, Cavendish- 
square, under the presidency of Alderman John Fettes, J.P. 
The committee consists of Sir Thomas Barlow, Sir W. Watson 
Cheyne, Sir Rickman Godlee, and Dr. Frederick Taylor. 
The secretary is Mr. Frank Juler. 


MeEpicaL RELIEF FoR SeRpiA.—Sir Thomas 
Lipton’s yacht is announced to make a second cruise in con- 
nexion with Serbian relief, sailing on May 1st from South- 
ampton for Salonika and returning in about two months. 
Dr. Elsie Inglis, who organised the Scottish Women’s 
Hospitals in Serbia and France, herself left for Kragujevatz, 
in Serbia, on April 24th to visit the hospital, which has been 
at work there since December among the wounded and the 
typhus-stricken. ‘The staff, over 50 in number, are entirely 
women. 


War Maps.—We referred in Tae Lancet of 
August 15th, 1914, to Maps 1, 2, and 3, and in that of 
Sept. 5th, 1914, to Maps 4, 5, 6, and 7 of the excellent series 
of war maps published by Messrs. Stanford, Ltd., of Long 
Acre, London, W.C. ‘There have since been published 
No. 8, the seat of war in Eastern Europe; No. 9, the seat 
of war in Turkey; No. 10, the seat of war in Armenia; 
No. 11, the theatre of war in Eastern Europe; and No. 12, 
the theatre of war in Western Asia Minor. The maps are 
legibly lettered. 


THE Lioyp Memoria (Caxton) SEASIDE Home, 
DEAL.—A dinner will be given, under the presidency of 
Lord Northcliffe, at the Hotel Cecil, on June 5th, in aid of 
this home, which, being supported by upwards of 6000 
members of the printing and allied trades, has placed at the 
disposal of the War Office 12 beds for the use of convalescent 
soldiers enlisted from those trades. 


Medical Hels. 


Society oF APOTHECARIES OF Lonpon.—At 
examinations held recently the following candidates passed 
in the subjects indicated :— 


Surgery.—C. D.:Banes (Section I.), King’s College Hospital ; B. A. Bull 
(Sections I. and II.), Oxford and St. Bartholomew’s Hospital ; 
R. Curle (Sections I. and II.), Guy’s Hospital ; L. Lee (Section I.), 
Geneva; J. G. Lewis (Section II.), Durbam; H. Morrison 
(Section I.), St. Mary's Hospital ; D.C. Ogilvie (Sections I. and a 
Middlesex Hospital; R. Quesada- -Jiménez (Sections I. and II.), 
Guy’s Hospital; W. H. Rhys-Jones (Sections I. and II.), Charing 
Cross Hospital; J. A. W. Robinson (Sections I. and II.), King’s 
College Hospital ; G. §. Stathers (Sections I. and II.), Cambridge 
and St. Bartholomew’s Hospitals; and H. E. P. Yorke (Sections I. 
and II.), St. Bartholomew’s Hospital. 

Medicine.—B. A. Bull (Sections I. and II.), Oxford and St. Bartholo- 
mew’s Hospital; A. Butterfield (Section I.), Durham; J. H. 
Cheesman (Sections I. and II.), St. Mary’s Hospital ; R. Curle 
(Sections I. and II.), Guy's Hospital; H. A. de Morgan (Sections 
I. and IL.), Middlesex Hospital; J. B. Fairclough (Sections I. and 
II.), Leeds and Guy’s Hospital ; W. Fox (Section I.), Charing 
Cross Hospital; L. A. J. Graham (Sections I. and II.), Cam- 
bridge and Gu s Hospital; N. Hoffmeister (Sections I. and 
7 ), Middlesex Hospital L Lee (Sections I. and II.), Geneva ; 

G. Lewis Section II. %: oo am ; Ogilvie (Sections I. 
boot oh Middlesex Hospital; J. A. W. Robinson (Section II.) 
and E. Samaraweera (Sections I. and II.), King’s College 
lle and H. E. P. Yorke (Sections I. and II.), St. Bartho- 
lomew’s Hospital. 

Forensic Medicine.—G. T. Baker, Middlesex Hospital; A. Butter- 
field, Durham; L. Lee, Geneva; J. Mitchell, Edinburgh ; J. E. 
Rusby, Leeds; E. E. Samaraweera, King’s College ‘Hospital ; 
and H. E. P. Yorke, St. Bartholomew’s Hospital. 

Midwifery. —A. Z. Absushady, St. George’s Hospital; H. Archer, 
Bristol ; J. B. Fairclough, Leeds and Guy’s Hos ital ; W. Fox, 
Charing Cross Hospital; J. L. Hamilton, London ospital ; H. L. 
Hughes, St. —_, Hospital ; L. Lee, Geneva; J. E. Rusby, 
rol and C. P. C, Sargent and '. E. P. Yorke, St. Bartholomew’s 

ospital, 

The Thaw of the Society was granted to the following me 9 
entitling them to practise medicine, surgery, and midwifery:—B. A 
Bull, R. Curle, L. A. J. Graham, R. Quesada-Jiménez, J. . Lewis, 
D.C. Ogilvie, W. H. Rhys-Jones, J. A. W. Robinson, and H. E. P, Yorke. 


Tae -Radcliff Prize at Oxford has been 
awarded to Dr. Martin William Flack, a former Radcliffe 
Travelling Fellow and a member of the staff of the National 
Health Insurance Medical Research Committee. 














THE AssuRANCE MeEpicat Society.—The next 
ordinary meeting of this society will be held at the House 
of the Royal Society of Medicine, 1, Wimpole-street, London, 
W., on Wednesday next, May 5th, at 5.30 p.M., when Sir 
Thomas Oliver, M.D., F.R.C.P., will read a paper on the Réle 
of Traumatism in Disease calling for Compensation. There 
will be a council meeting at 5 P.m. All communications 
should be made to the honorary secretaries, Dr. R. A. Young, 
57, Harley-street, W., and Dr. Otto May, 65, Harley-street, W. 


West Lonpon Mepico-CuiruraicaL Sociery.— 
A reception, at which many ladies were present, was held 
on the evening of St. George’s Day, April 23rd, at the 
West London Hospital and Post-Graduate College, by the 
President and Council to meet the members and the Belgian 
doctors. Dr. Jacobs, Président d’honneur de la Société de 
Gynécologie de Belgique, gave an interesting address in 
English on Belgium, Belgian Doctors, and the Germans. 
Colonel Sir Charles Watson, K.C.M.G., C.B., gave a 
historical account, illustrated by lantern slides, of the rise 
and progress of the Order of St. John of Jerusalem up to the 
present date. Colonel T. H. Hendley, C.I.E., I.M.S. (retired), 
lectured on War in Indian Art. In the various annexes 
were exhibited Belgian War Relics, by Mr. H. 8. Souttar ; 
War Relics, by Mr. Donald Armour; Skiagrams of Pro- 
jectiles, by Dr. Reginald Morton ; Indian War Pictures, by 
Colonel Hendley; and War Relics from the Cameroons, by 
Mr. Leonard Bidwell, R.N., son of the late well-known 
surgeon and Dean of the West London Post-Graduate 
College. An-excellent programme of music was provided, 
including a repertoire of Montmartre songs by M. Edouard 
Garceau. 


Parliamentary Intelligence. 


NOTES ON CURRENT TOPICS. 
Mental Treatment Bill. 

THE Mental Treatment Bill, which Mr. CEcIL Harms- 
WORTH, the Under Secretary for Home Affairs, has introduced 
in the House of Commons, is an important measure which 
has been necessitated by the war. Its object, briefly stated, is 
“to facilitate the early treatment of mental disorder of recent 
origin arising from wounds, shock, and other causes.” Its 
text has now been issued. A Memorandum attached to it 
gives a brief summary of the law and the changes which it is 
proposed to effect in it. 

The Memorandum. 

As the law now stands (the Memorandum states) nursing 
homes cannot receive for treatment patients who are suffer- 
ing from nervous breakdown affecting their mental condi- 
tion (Lunacy Act, 1890, section 315 (2) ). Such patients can 
only obtain residential treatment if they are certified insane 
and sent to an asylum or hospital under the Lunacy Acts. 
This applies even if the breakdown is of a temporary 
character and almost certainly capable of being cured. As 
it is found that a sort of stigma attaches throughout life to 
a person who has once been certified as insane, there is great 
reluctance to have such cases certified, and the result is that 
persons suffering from temporary mental disorder do not 
receive the special treatment in a nursing home which is 
suitable to their condition and which is calculated to effect 
a@ speedy cure. 

he object of the present Bill (the Memorandum proceeds 
to state) is to secure the proper treatment of such cases by 
making the law less rigid than at present. It removes the 
necessity for formal certification in the case of persons 
suffering from mental breakdown of recent origin and arising 
from wounds, shock, &c. In this respect it assimilates the 
English law to the ‘law which has been in force in Scotland 
for 50 years and which has worked satisfactorily [Lunacy 
(Scotland) Act, 1866, section 13}. 

It is brought forward at the present moment in order to. 
meet an urgent need which has arisen in the case of soldiers 
and sailors invalided from the front, and others whose 
health has broken down under the stress engendered by the 








war. 

This Bill will enable a man who in the service of his 
country has suffered a nervous breakdown to accept the 
treatment without being certified, but only for a period not 
exceeding six months and under “conditions which will 
provide security against misuse. 

The Text of the Bill. 

As the ——— of the Bill are important we now quote 
them in full. 

Clause 1, power to receive persons suffering from mental 
disorder of recent origin arising from wounds, «c., runs as 





follows: (1) Notwithstanding the provisions in any other Act 
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to the contrary, a person shall not be liable to any penalty 
for receiving to board or lodge or for taking charge of, 
whether for payment or not, any person suffering from 
mental disorder of recent origin arising from wounds, shock, 
disease, stress, exhaustion, or any other cause, if and so long 

-as he complies with the conditions imposed by regulations 
made. under this Act. 

(2) Regulations may be made in England by the Secretary 
of State with the concurrence of the Lord Chancellor, and in 
Ireland by the Lord Chancellor of Ireland, as to (a) the 
period, not exceeding six months, for which such a person 
may be so received; ()) the institutions, homes, or houses 
into which such a person may be received; (c) the state- 
ments and notices to be furnished as respects a person so 
received; (d) the treatment of persons so received and 
their visitation, removal to other care, and discharge. 

(3) Regulations made under this Act shall be laid before 
each House of Parliament as soon as may be after they are 
made, and if #n address is presented to His Majesty by 
either House of Parliament within the next subsequent 21 
days on which the House has sat praying that any such 
regulations may be annulled, His Majesty in Council may 
annul the regulations, and they shall be thenceforth void, 
but without prejudice to anything previously done there- 
under before the expiration of the said period, and the 
regulations made under this Act shall have effect as if 
enacted in this Act. 

*“Clause 2 (short title, extent, and duration) reads :—(1) This 
Att may be cited as the Mental Treatment Act,1915. (2) This 
Act shall not extend to Scotland. (3) This Act shall con- 
tinue in force during the continuance of the present war and 
for a period of six months thereafter and no longer, except 
that, as respects persons who at the end of the said period of 
six months are receiving treatment under this Act, it shall 
continue in force so long as they continue to receive such 
treatment. 

The Position of Territorial Medical Officers. 

Attention should be called to the statement made in the 
debate on War Office Estimates by Mr. H. BAKER, the 
Financial Secretary to the War Office, in regard to the 
position of medical officers of the Territorial Force. Refer- 
ence was made in the course of the discussion to the 
sacrifices of these gentlemen in leaving their practices and 
to the less favourable conditions which were given to them 
as compared with those afforded to medical men who had 
accepted temporary commissions in the Royal Army 
Medical Corps. Mr. BAKER said that something should be 
done with regard to promotions, and the question of a 
gratuity, such as had been offered to medical officers 
specially enlisted after mobilisation on the outbreak of war, 
-was also under consideration. He huped that the question 
would shortly be decided. During the debate a high tribute 
to she excellence of the medical service in the war was paid 
by Mr. TENNANT, the Under Secretary for War. 

Treatment of Prisoners of War in Germany. 

Debates took place in both Houses of Parliament on 
Tuesday, April 27th, on the subject of the ill-treatment of 
British prisoners of war in Germany. That country, to use 
the words of Lord KITCHENER, has stooped to acts which 
will surely stain indelibly her military history and vie with 
the barbarous savagery of the Dervishes of the Soudan. ‘I 
think it is only right and fair to say,” proceeded the 
Secretary of State for War, ‘that the German hospitals 
should be excepted from any charges of deliberate in- 
humanity. There have been indications of a lament- 
able lack of medical skill, and, in individual cases, 
of neglect and indifference to suffering on the part 
of hospital orderlies. On the other hand, there are 
statements from prisoners who have been released as in- 
capacitated that their experiences in hospital had not 
formed any ground for special complaint:”’ 

In the House of Commons Mr. J. M. HENDERSON, who has 
taken a personal interest in this matter, said that his 
experience in regard to wounded prisoners pointed to good 
treatment in German hospitals. He knew of four cases of 
soldiers who received dangerous and difficult wounds, which 
had taken months to heal, but they had been healed. ‘The 
greatest pains, assiduity, and care had been devoted to them 
by surgeons in German hospitals, and in each one of those 
cases it would have been a very easy thing to.lose a limb. 
Not one had lost a limb and all were convalescent at the 
present moment. 

The position which the debate revealed in regard to un- 
wounded — who were confined in camps in Germany 
was, on the contrary, very painful. The PRIME MINISTER 
characterised it as a horrible story and one of the blackest 
spots on the records even of German methods of warfare. 





HOUSE OF COMMONS. 
WEDNESDAY, APRIL 21st. 
Tinctures and the Spirit Duty. 


Mr. BRIDGEMAN asked the Chancellor of the Exchequer 
~whether he had reconsidered the question of giving an 








exemption from spirit duty to hospitals using a large 
quantity for tinctures in surgical work ; and whether there 
was any reason why any such exemption could not be given 
to hospitals without also giving it to doctors and chemists.— 
Mr. LLOYD GEORGE replied: Iam considering the honour- 
able Member's suggestion. 

Certification for Sickness Benefit in Ireland. 

Mr. GINNELL asked the Chancellor of the Duchy what 
independent medical approval, if any, the Irish Insurance 
Commissioners had for the treatment of the sick which their 
different system of certification involved; and to what cause, 
except inability to get such approval, their failure was 
due in a matter of which both the sick and the medical 
profession complained.—Mr. ACLAND (on behalf of Mr. 
MontTAGU): My right honourable friend fears that he is 
unable to add anything to the full replies already given on 
this subject; but he may say that the question of revising 
the present arrangement is under consideration, and he will 
be happy to inform the honourable Member of the progress 
of the negotiations. 

Medical Officers of the Territorial Force. 

Sir Francis LOWE asked the Financial Secretary to the 
War Office whether a dootor joining the Territoriai Forces, 
although he might be of superior rank, got a much lower 
rate of pay than a doctor who joined Kitchener’s army ; and, 
if so, what was the reason for this inequality.—Mr. H. 
BAKER wrote in reply: It is true that certain civilian 
medical practitioners commissioned as temporary lieu- 
tenants R.A.M.C. received a consolidated rate of pay which 
is slightly higher than the amount of pay and allowances 
received by a captain of the Regular or Territorial Force 
R.A.M.C. It is sometimes necessary to give higher rates to 
those commissioned on emergency. 


THURSDAY, APRIL 22ND. 
Medical Officers of the Territorial Force. 

Mr. WALTER GUINNESS asked the Financial Secretary to 
the War Office whether, in view of the sense of injustice 
caused by the increased rates of pay now given to medical 
men joining the Royal Army Medical Corps as lieutenants 
for the period of the war, all lieutenants in the Royal Army 
Medical Corps, Territorial Force, who were called out on 
mobilisation and who were now serving on 10s. a day less 
pay than men now joining at the same rank, might at once 
be promoted to the rank of captain, as had recently been 
done in the case of all lieutenants in the Regular Royal 
Army Medical Corps.—Mr. H. BAKER answered : The position 
of these officers is now under consideration. I may add that 
the difference in emoluments is not as suggested by the 
honourable Member. 

Mr. W. GUINNEss: Is the honourable gentleman aware 
that the medical ofticers of the Territorial Force made great 
financial sacrifices and had to leave valuable practices ata 
moment’s notice; and is he further aware that those medical 
officers are much older than officers of corresponding rank 
in the Regular Army Medical Corps, and naturally cannot 
look forward to a sufficient length of embodied service to 
qualify for a pension?—Mr. H. Baker: I quite agree with 
the honourable gentleman that they have made great 
sacrifices, and the case is under consideration. 

Indian Medical Service. 

Sir PHrL1p MAGNUS asked the Under Secretary of State for 
India whether he was aware that a number of officers in 
the Indian Medical Service, now actually serving in France 
with the field ambulances of the Indian Expeditionary Force, 
were drawing unemployed pay; and whether he would take 
steps at an early date to discontinue the arrangement under 
which many officers on active service were classed as 
unemployed and paid at the unemployed rate.—Mr. CHARLES 
ROBERTS replied: Unemployed pay is a somewhat mis- 
leading term. The salary of an Indian Medical Service 
officer holding a specific appointment is made up of grade 
pay and staff pay. Unemployed pay is the rate of pay allowed 
to a junior officer who has not yet obtained a specific 
appointment and is higher than the grade pay which he 
would otherwise receive. Under Orders recently passed ali 
Indian Medical Service officers of two years’ service and a 
good many others will, while on active service, receive asa 
minimum a rate of pay somewhat in excess of unemployed 

ay. 

° Sir P. MaGnus: Will the honourable gentleman inquire as 
to why members of the Indian Medical Service are complain- 
ing very strongly of disabilities in many directions as com- 
pared with British medical officers, and will he take some 
steps to remedy this grievance ?—Mr. C. ROBERTS: This is a 
technical matter. I should be very glad to look into it with 
the help of the honourable Member. 

Mr. RAWLINSON: Will there be an opportunity given to 
discuss this question any time during the next few weeks? 
It is rather pressing.—Mr. C. ROBERTS: I shall see. 


The Appointment of Dentists to Camps. 


Mr: BRIDGEMAN asked ‘the Financial Secretary to the War 
‘Office whether any appointments as dentists to. the proposed 
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camp at Park Hall, Oswestry, had been made, and if so, who 
were the dentists appointed and by whom had the appoint- 
ments been made.—Mr. H. BAKER wrote in reply : Noappoint- 
ments have been made by the War Office, but the local 
military authorities have full power to employ local dentists 
should their services be necessary. 


The Work of the Royal Army Medical Corps at the Front. 

In the course of the debate on Army Estimates in Com- 
mittee of Supply, 

Mr. TENNANT (Under Secretary for War) said: When 
you consider the kind of warfare which we have 
been waging, and particularly when you consider the 
kind of weather in which it has been waged, the health 
of the troops has been remarkable. All epidemic diseases, 
such as measles or enteric fever, have been so brought under 
control as to enable us to circumscribe their area and to 
localise them at the earliest possible moment, whilst special 
illnesses to which the troops were particularly prone, such 
as frost-bite, have been so treated in the early stages that 
where actual prevention has not been effected, recovery in 
the shortest possible time has been general. ‘T'o this the 
Field-Marshat Commanding-in-Chief has drawn attention in 
his latest despatch. I have before now laid special emphasis 
upon the sanitary arrangements of the responsible officers 
in the Royal Army Medical Corps. Again I would say 
that nothing could exceed the efficiency of the precautions 
they have taken or of the corps itself. Indeed, I think the 
absence of disease is the greatest and most eloquent tribute 
in their praise. To those who have knowledge of the 
diseases of warfare, when 1 mention this fact that there is 
not a single case of dysentery amongst our troops, it will be 
agreed, 1 think, that is one of the most significant things 
anyone can say. It is the same with regard to the 
arrangements for the care of the wounded, bringing 
them from the scene of active operations in the field to 
the clearing stations down to the base hospitals, and 
their transit in motor ambulances or hospital trains 
from those base hospitals to hospital ships and to this 
country, the arrangements for the treatment of wounds 
and disease both in France and at home—all these are 
subjects of legitimate pride and gratification. It was no 
uncommon feature of the battle of Neuve Chapelle that the 
wounded should be back at hospitals in London within 
24 hours of their wounds having been received. I had the 
pleasure of seeing a lieutenant-colonel in one of the Highland 
regiments who was wounded at Neuve Chapelle, whilst in 
the trenches, between the hours of 1.30 at y o’clock in the 
afternoon. He became unconscious on receipt of his wound, 
and he awoke to consciousness soon after 3 o’clock in comfort 
in a bed in the hospital 11 miles behind the firing line, 
and with his wounds dressed. I think that is a most 
remarkable achievement. I mention these facts, which are 
well known to honourable Members in all parts of the 
House, because I believe them to be the broad outline of 
the picture as we see it to-day. I ask honourable Members 
never to forget that broad outline when they are endeavour- 
ing to fit in the details of their criticisms. 

in a subsequent passage the Under Secretary said: Now 
that the rigors of winter may give place to the intensity of 
summer heat, we naturally are apprehensive that plagues of 
ilies and insects may harass the troops, and we eo sent 
out in order to combat that evil entomologists of world-wide 
reputation who are now engaged in trying to take such pre- 
cautionary and preliminary steps as are possible while these 
creatures are in the larval stage to render the larve unlikely 
to bring forth the insects. At home bacteriologists have 
gone all over the country and have taken in hand indi- 
vidual cases of cerebro-spinal meningitis, which is a most 
dangerous disease and might prove a scourge in our ranks. 
I hope and believe that that difficulty has been successfully 
overcome. 

Sanitary Preparations Urged. 

Mr. WALTER LONG said that honourable Members. all 
anticipated that the time was coming when our troops 
would advance over the country which was now occupied by 
the enemy. It appeared from all accounts that the con- 
dition of that country would be awful. There were now 
vast numbers of dead bodies, many of which were only 
partially buried. A great many churchyards had been 
destroyed by shell fire and dead bodies were exposed and 
would be exposed, and the general conditions would, he 
believed, be as awful as they well could be. It was possible, 
he was told, to take steps which would, if not destroy at all 
events modify very greatly the risk of the outbreak of a very 
bad epidemic. Every possible provision should be made in 
advance so that those evils could be overcome. 

Colonel YATE remarked that he had just returned from 
France, where he had an opportunity of inspecting 
ambulance trains. The organisation and comfort which had 
now been introduced into them were deserving of all credit 
to thease engaged in their management. A great many of 
the railway lines in France were single lines, and con- 
sequently the ambulance trains were often side-tracked for 





hours in order to allow munitions and men to pass up to the- 
front. That was the only drawback, and he wished to say 
that the medical officers in charge of' those trains were~ 
deserving of every credit for the way in which they had 
brought them to such perfection. He was sorry. that he 
could not join with the right honourable gentleman (Mr. 
Tennant) in giving so much praise to the ambulance wagons. 
The drivers of these were not very experienced men, and 
often were rather rough. The way they drove the wounded 
over cobble stones and bad roads, without thought for the 
feelings and sufferings of the poor men inside, brought 
forth pity from those who saw it. It was a question that 
was very difficult to control. The best was being done 
possibly, but he did hope some steps would be taken to 
make those drivers drive as slowly and as comfortably as 
possible. The honourable and gallant gentleman called 
attention to the efficient and excellent management of the 
water ambulances. Theambulance flotillawas now working 
as a complete hospital with 200 beds, and was complete in 
every possible way. There were four barges accommodating 
50 patients each, and there were doctors, a staff of nurses, an. 
operating theatre, electric light, and all other conveniences. 

e trusted that as time went on the War Office would be 
able to introduce those hospital barges in much larger 
numbers in a!l the canals in Flanders and Northern France. 
There was no better way of transporting the wounded from 
the clearing station to the hospital ships than by barges, and 
he hoped that method would be largely extended. 

Medical Offieers of the Territorial Force. 

Colonel GREIG raised the question of the position of 
medical officers of the Territorial regiments. He said many 
ofthese appointments had been filled by medical men who 
had given up large practices in order to go on service. As 
compared with other medical officers the Territorial medical 
officer seemed to be treated very badly. The facts were these. 
His period of service when he joined, for there was no limit, 
was as long as the authorities liked to keep him. His pay was 
14s. per diem plus certain allowances. The highest possible 
amount he could get was 18s.:10d. per diem. When he started 
his work he got an outfit allowance of £30 and a camp 
outfit allowance of £7 10s., which everyone who knew about 
these matters was perfectly well aware did not cover the 
camp outfit cost, e got no gratuity at the end of his 
service. He wanted to compare their position with that of 
men who had joined the Royal Army Medical Corps. There 
were many cases of pupils who had been trained by 
present members of the Territorial Medical Corps, and 
when these Territorial medical officers met their old- 
time pupils in camp they found their pupils in higher 
ranks and receiving a very much higher rate of pay. 
The thing was an absurdity. The two sets of men were 
doing exactly the same work. Of course, the Territorial 
medical officers in a large number of cases had taken 
the Imperial Service obligation. The period of service of 
medical men who had accepted commissions in the Royal 
Army Medical Corps was 12 calendar months, or until their 
services would be no longer required, which presumably 
would be when the war had terminated. The pay was 24s. 
per diem, being a flat rate with no allowances. Travelling 
on duty was also paid for by the Government. This officer 
got an allowance of £30 at the time of joining the service, the 
same as the Territorial medical officer, but at the end of his 
service he got £60. It was a matter for consideration 
whether these two sets of men should not be put on the same 
footing, and whether the scale of pay of the Territorial 
medica! officers should not be raised to that of the officers of 
the Royal Army Medical Corps 

Mr. FALLE called attention to the position of majors of the 
Royal Army Medical Corps (Territorial). If these officers 
were attached to any unit but the medical unit they could 
not be promoted to the rank of lieutenant-colonel. When he 
said **could not’’ he meant that, although it had been done, 
it was very unusual. He knew one who had been attached 
to a Territorial regiment for more than 20 years, and he had 
gone through all the ranks up to that of major, but he had 
been told that he could not be promoted higher. That did 
not seem to be fair, considering that newcomers were 
promptly made lieutenant-colonels and received pay 
superior to the men who had been over 20.years with their 
regiments. 

r. H. BAKER (Financial Secretary to the War Office) 
said, in the course of his-reply to the debate: Reference 
has been made to the question of the hardships of 
doctors to the Territorial Forces. Well, they were well 
aware of the terms of the contract into which they 
entered, and they have suffered no hardship, but we should 
all recognise the very great: sacrifices, possibly greater 
than those any other class have made, which these medical. 
officers have made in giving up their practices and giving 
their services to the State. Something should be done with 
regard to promotions, and the question of.a gratuity such 
as has been offered to medical officers especially enlisted 
after mobilisation on the outbreak of. war is also under 
consideration and I hope will shortly be decided. 
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TUESDAY, APRIL 27TH. 


Promotions in the Royal Army Medical Corps. 

Sir HENRY CRAIK asked the Under Secretary for War 
whether officers of the Special Reserve of the Royal Army 
Medical Corps were being treated differently from the rest 
of that corps as regarded temporary promotion, and, if so, 
upon what grounds that difference was based.—Mr. TENNANT 
replied: Temporary promotion‘is not given in the Regular 
Royal Army Medical Corps. In the Special Reserve Royal 
Army Medical Corps promotion is by time, but it is 
probable that some promotions otherwise than in respect of 
a period of service will be made. 

Mr. T. M. HEALY asked the right honourable gentleman 
whether the lieutenants of the regular Royal Army Medical 
Corps had all been promoted captains ; and was it the inten- 
tion of the Government to promote the lieutenants of the 
Special Reserve Royal Army Medical Corps, who were in the 
Special Reserve Royal Army Medical Corps before the out- 
break of the war, giving them the same seniority as they had 
at mobilisation.—Mr. TENNANT wrote in reply: The lieu- 
tenants of the Regular Royal Army Medical Corps have been 
promoted to the rank of captain to ensure as far as possible 
a due proportion of that rank to the large number of tempo- 
rary lieutenants now serving. The position of the Special 
Reserve lieutenants is different. 1t is not the intention to 


promote all of these, but it is probable that the promotions 
oaf.some will be made. 


. Medical Service at the Front. 

Mr. ROBINSON asked the Under Secretary for War whether, 
in view of the strain imposed upon many doctors who had 
been at the front for several months, he would make use of 
the services of first-class medical men of the Royal Army 
Medical Corps now in this country anxious to do duty 
abroad, and thus relieve for a time those doctors abroad who 
had been tolling incessantly for months.—Mr. TENNANT 
answered: I imagine that my honourable friend is referring 
to the temporary commissioned medical officers, and I can 
assure him that all those who are eligible for foreign service 
will take their turn at the front. 

Sanatorium Treatment for Soldiers. 

Sir HENRY CRAIK asked the Under Secretary for War 
whether provision would be made systematically for the 
sanatorium treatment of soldiers suffering from consumption 
or tuberculosis caused by hardships experienced on active 
service or developed as the result of wounds; whether he 
was aware that at present such provision was casual only 
and in some cases entirely wanting, and that offers of 
accommodation in consumption hospitals had been some- 
times accepted and sometimes declined by the Medical 
Department of the War Office upon no apparent uniformity 
of principle; and who was responsible for this state of 
matters.—Mr. TENNANT said in reply: I fully recognise the 
importanceof this matter, to which careful attention has been 
given. The National Health Insurance Commissioners accept 
the responsibility to secure the provision of accommodation 
in sanatoriums of all cases of tuberculosis amongst insured 
soldiers. Instructions to this effect, and as to the procedure 
to be followed, have recently been issued to all commands. 
The best method of providing sanatorium treatment for 
tuberculous soldiers who are not insured is not yet finally 
settled, but the War Office has taken up and has at its 
disposal beds in several sanatoriums,and full use has been 
made of these. Only one offer ofa consumption hospital has 
been refused. This was because the War Office were advised 
that it was not suitable for military cases. 

, WEDNESDAY, APRIL 28TH. 
Medical Consultants to the Admiralty. 

Commander BELLAIRS asked the Secretary to the Admiralty 
whether any sums of over £3000 a year were being paid to 
doctors and surgeons in civil life as retainers for their ser- 
vices ; if so, in what cases and what amounts; and whether 
the arrangement was made prior to the war and allowed of 
private practice as well.—Mr. MAcNAMARA furnished the 
following written answer: The following consultants are 
paid over £3000 perannum : Cheatle, G. L., Esq.,C.B.,C.V.O., 
F.R.C.S., £5000 per annum; Cheyne, Sir W. W., Bart., C.B., 
F.R.C.S., £5000 per annum; Johnson, Raymond, Esq., M.B., 
F.R.C.S., £5000 perannum ; Macewen, Sir W., F.R.C.S., £5000 
per annum; Rolleston, H. D., Esq., M.D., F.R.C.S., £5000 
er annum; Turner, G.R., Esq., F.R.C.S., £5000 per annum. 

he employment of eight consultants was approved previous 
to the outbreak of war. The whole time of these consultants 
is at the disposal of the Admiralty, and they are under 
similar regulations with regard to private practice as all 
other medical officers serving—viz., private practice is not 
forbidden, but must not in any way interfere with the per- 
formance of an officer’s naval duties. 


Spotted Fever in Middlesex. 


Sir J. D. REEs asked the Parliamentary Secretary to the 
Local Government Board whether any cases of spotted fever 





had occurred in Middlesex; and, if so, whether special 
attention had been called, in the localities affected, to the 
circular on this subject issued by the Board.—Mr. HERBERT 
LEWIs wrote in reply: Some cases have occurred, and one 
of the Board’s medical inspectors was instructed to confer 
with officers of the county council and district councils. 


Hpporutments. 


Suecessful applicants for ies, Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to THE Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 


Fisuer, A. G. T., L.R.C.P. Lond., M.R.C.S., has been appointed Senior 
Resident Officer at the Bristol General Hospital. 

GREEN, ReatnaLpD, M.D., B.S., D.Ay., D.P.H. Durh., has been ap- 
pointed Deputy Medical Officer of Health for the East Gloucester- 
shire Combined District. 

O'’DonnELL, T., has been appointed Certifying Surgeon under the 
Factory and Workshop Acts for the Northleach District of the 
county of Gloucester. 

Procrer, G. W., M.B. Durh., L.R.C.P. Lond,. M.R.C.S., has been 
appointed Certifying Surgeon under the Factory and Workshop 
Acts for the Garston District of Liverpool. 











Vucancies. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 


ABERGAVENNY, MonmoutH County ASyLuM.—Temporary Assistant 
Medical Officer. Salary £7 7s. per week, with board, apartments, 
and attendance. 

ANGLO-SERBIAN HospITaL, Urnjatchka, Benja, Serbia.—Surgeon. 

BIRKENHEAD BorouGH Hospitat.—Female Senior and Junior House 
Surgeons. Salary £180 and £150 per annum respectively, with 
board and laundry. 

BIRMINGHAM GENERAL DISPENSARY.—Resident Medical Officer, un- 
married. Salary £250 per annum, with apartments. attendance. &c. 

Boiron INFIRMARY AND DispENSARY.—Third House Surgeon. Salary 
£170 per annum, with apartments, board, and attendance. 

BouRNEMOUTH, Royat VICTORIA AND West Hants HospitaL.— 
House Surgeon for six months, Salary £100 per annum, with board, 
lodging, washing, Xc. 

BRENTWOOD ASYLUM, Brentwood, Essex.—Locum Tenens Assistant 
Medical Officer. Salary £66s. per week, with board, attendance, 
lodging, and washing. 

BRISTOL, BEAUFORT WaR Hospirat.—Chief Resident Surgeon. Also 
Resident Physician and Surgeon. 

BRISTOL GENERAL Hospitau.—Second House Physician, House 
Surgeon, Casualty House Surgeon, and Resident Obstetric 
Officer, all for six months. Salary at rate of £150 per annum, 
with board, residence, &c. 

Bristot Royat HospiraL FOR StcK CHILDREN AND WOMEN.—Junior 
Resident Officer. Salary £100 per annum, with board, rooms, 
attendance, and laundry. 

BristoL RoyaL INFIRMARY.—Three House Surgeons, Two House 
Physicians, and One Obstetric and Ophthalmic House Surgeon. 
Salary at rate of £120 per annum, with board, apartments, and 
laundry. 

BURNLEY, Wicront Hospirat.—House Surgeon. Salary £135 per 
annum, with residence, board, and washing. ; 

Bury INFIRMARY.—Senior and Junior House Surgeons. Salary £175 
and £150 per annum respectively, with board, residence, and 
washing. 

Buxton, DERBYSHIRE, DEVONSHIRE HospiTa.—Assistant House Phy- 
sician for six months. Salary £100 per annum, with apartments, 
board, and laundry. 

CarpirFr, King Epwakrp VII.’s Hosprrat.—Resident Surgical Officer. 
Salary £160 per annum, with board, laundry, and apartments. 
Carpirr, WELSH METROPOLITAN MILITARY HospitTaL, Whitchurch.— 
Chief Resident Surgeon and Chief Resident Physician. Salary 

£1 3s. 6d. a day, with board, lodging, &c. 

CARLISLE NON-PROVIDENT DISPENSARY.—Resident Medical Officer. 
Salary £200 per annum, with apartments (not board). 

CARMARTHEN, JOINT CoUNTIES ASYLUM.—Temporary Second Assist- 
ant Medical Officer. Salary at rate of £200 per annum, with 
board, lodging, washing, &c. 

CuEsHIRE County CovNnciL.—District Tuberculosis Officer. 
£350 per annum. 

Crry or Lonpon Hosp!TalL FoR DISEASES OF THE CHEST, Victoria Park, 
E.—House Physician. Salary as agreed, with board, residence, 
and washing. 

Ciry oF Lonpon Lyrine@-tn Hospirat, City-road, E.C.— Resident 
Medical Officer for four months. Salary at rate of £50 per annum, 
with board, lodging, and washing. 

DerBy, DERBYSHIRE Royat. INFIRMARY.—House Physician and 
Casualty Officer. Salary £250 per annum, with board, residence, Xc. 

DERBYSHIRE EpucaTION COMMITTEE.—Temporary Female Assistant 
School Medical Officers. Salary £400 per annum, inclusive. 

East Sussex County Councit.—Female Inspector of Midwives and 
Child-Welfare. Salary £190 per annum. 

Epsom, County oF Lonpon War Hospitat.—Chief Resident Phy- 
sician, Resident Radiographer, and Resident Dental Surgeon. Also, 
on the Visiting Staff, Physicians and Surgeons to take charge of 
wards, Operating Surgeons, Ophthalmologist, Aural Surgeon, 
Dermatologist, and ographer, 


Salary 
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Epsom, Lospon County AsyLum, Long Grove.—Locum Tenens Medical 
fficer. Salary 6 guineas a week, with quarters, board, and 
washing. 

FOLKESTONE, RoyaL Victorta Hospirat.—House Surgeon. 
residence, and laundry, and salary as arranged. 

GRaVESEND HospiraL.—House Surgeon. Liberal salary, with board, 
residence. and washing. 

GREENWICH Union INFIRMARY AND WoRKHOUSE.—Junior Assistant 
Medical Officer. Salary £175 per annum, with apartments, rations, 
and washing. 

HARROGATE INFIRMARY.—Resident House Surgeon. Salary £100 per 
annum. 

HEMEL HeEMpsreaD, Herts, West Herts Hosprrayt.—Resident 
Medical Officer. Salary £150 per annum, with rooms, board, and 
washing. 

Hutt Roya. InrrrMary.—House Physician, unmarried. Salary £105 
per annum, with board and apartments. Also Assistant House 
Surgeon. Salary at rate of £100 per annum, with board and lodging. 
Also Casualty House Surgeon. Salary at rate of £80, with board 
and lodging. 

INDIAN MEpICcAL SERVICE.—Ten Commissions. 

INVERNESS, NORTHERN INFIRMARY.—House Surgeon. Salary £150 per 
annum, with board, &c. 

IsLanD oF SanpDay, Orkaney.—Medical Practitioner and Vaccinator. 
Salary £100 per annum. 

LIVERPOOL, BROWNLOW HILL INsTITUTION.—Resident Assistant Medical 
Officer. Salary at rate of £300 per annum, with rations, &c. 

LivERPOOL, TOWNSHIP OF ToXTETH PaRK Poor-LAW INSTITUTION 
AND INFIRMARY.—Assistant Resident Medical Officer. Salary £200 
per annum, with board, washing, and apartments. 

LocuGOILHEAD AND KILMORICH ParisH.—Medical Officer and Vac- 
cinator. Salary £100 per annum. 

Lonpon Fever Hospirau, Liverpool-road, N.—Assistant Resident 
Medical Officer. Salary £250 perannum, with residence and board. 

MANCHESTER CHILDREN’S HospitaL, Pendlebury.—Resident Medical 
Officer, unmarried, for six months. Salary at rate of £100 per 
annum, 

MANCHESTER CHILDREN’S HospiTat, Gartside-street. — Medical 
Officer. Salary £180 per annum. 

MANCHESTER, COUNTY ASYLUM, Prestwich.—Assistant Medical Officer, 
unmarried. Salary £250 per annum, with board, apartments, 
attendance, and washing. 

MANCHESTER NORTHERN HOSPITAL FOR WOMEN AND CHILDREN. Park- 
place, Cheetham Hill-road.—_House Surgeon. Salary £120 per 
annum, with apartments and board. 

MIDDLESBROUGH, NoRTH ORMESBY HospiTaL.—House Surgeon. Salary 
£150 per annum, with board, washing, and attendance. 

Mount VERNON HospiTaL FOR CONSUMPTION AND DISEASES OF THE 
CuEst, Northwood, Middlesex.—House Physician. Salary £150 
per annum, with board, residence, and washing. 

New Hospitat FoR Women, Euston-road, N.W.—Female House 
Physician, Two House Surgeons, and Obstetric Assistant. All with 
board, residence, and laundry. Also Assistant Pathologist. Also 
Resident Medical Officer at House »f Recovery. New Barnet. for 
six months. Salary at rate of £60 per annum. Also Clinical 
Assistants for Monday and Saturday. 

NEWPORT MENTAL Hospita, Caerleon, Mon.—Temporary Assistant 
Medical Officer. Salary 5 guineas per week, with board, rooms, and 
attendance. 

PADDINGTON GREEN CHILDREN’S HospiTaL, W.—Temporary Surgeon 
in Charge of Out-patients. , 

PRINCE OF WALES'S GENERAL Hospital, Tottenham, N.—Honorary 
Dermatologist. Also Deputy Laryngologist. 

QUEEN'S HospiITaL FOR CHILDREN, Hackney-road. Bethnal Green, E.— 
Temporary Assistant Physician. Salary £25 per annum. Also 
Temporary Surgeon for Ear, Nose, and Throat Department. Salary 
£25 per annum. 

ROTHERHAM HospiTaL.—Senior and Junior House Surgeons. Salary 
= £125 per annum respectively, with board, lodging, and 
washing. 

toyaL DENTAL Hospitat or Lonpon, Leicester-square, W.C.—Assistant 
Dental Surgeon. 

Roya. FREE Hospirat, Gray’s Inn-road, W.C.—Two Resident Medical 
Ofticers to Military Block. 

RoyaL NaTIonaL OrTHOP#DIC Hospiral, 234, Great Portland-street, 
W.—Resident Medical Officer. 

St. Mary’s HosPpitaL FOR WOMEN AND CHILDREN, Plaistow, K.— 
Resident Medical Officer and Assistant Resident Medical Officer. 
Salary at rate of £110 and £90 per annum respectively, with board, 
residence, and laundry. 

St. MARYLEBONE INFIRMARY, Rackbam-street, Notting Hill, W.—Tem- 
porary First and Second Assistant Medical Officers, unmarried. 
Salary £225 and £200 per annum respectively, with apartments, 
rations, and washing. Also Third Assistant Medical Officer, un- 
married, for six months. Salary at rate of £180 per annum, with 
apartments, rations, and washing. 

SALISBURY GENERAL [NFIRMARY.— House Surgeon and Assistant House 
Surgeon, unmarried. Salary £100 and £75 per annum respec- 
tively. with apartments, board, Jodging, and washing. 

SAMARITAN FREE HospiTaL FOR WoMEN, Marylebone-road, N.W.— 
Anesthetist two half days weekly. Salary £15 per annum. 

ScaRBOROUGH Hospital aND DISPENSARY.—Senior and Junior House 
Surgeons. Salary £100 and £80 per annum respectively, with 
board, residence, &c. 

SHEFFIELD, ECCLESALL BIERLOW Unton.—Resident Assistant Medical 
= Salary £300 per annum, with board, washing, and apart- 
ments. - 

SHEFFIELD RoyaL HospiTaL.—Assistant House Surgeon and Assistant 
House Physician. 

SHEFFIELD RoyaL INFIRMARY.—House Surgeon and Assistant House 
Physician. Salary £100 per annum, with board and residence. 

SHR :wsBuRY. Royal SaLop INFIRMARY.—House Physician. Salary 
at rate of £110 per annum, wit board and apartments. 

SomERsET County CouNciL.—Assistant Tuberculosis Officer. Salary 

per annum. 

SoMERsET County EpucaTion ComMITTEE.—School Cculist and 
Medical Inspector. Salary £350 per annum. 

Sourn SHrELps, INGHAM INFIRMARY AND SOUTH SHIELDS AND WESTOE 


isPENSARY.—Female House Surgeon. Salary £100 annum 
with residence, board, and washing. sal : 


Board, 





Pe fe 





i a i ye ei 


STOKE-ON-TRENT, NORTH STAFFORDSHIRE INFIRMARY, Hartshill.-— 
Resident Surgical Officer, unmarried. Salary £300 per annum. 
Also Two House ype and One House Physician, unmarried. 
Salary in each case £150 per aunum, all with board, residence, and 
laundry. 

SwansEaA EpucatTion CoMMITTEE.— Temporary Assistant School 
Medical Officer. Salary £300 per annum. 

TAUNTON AND SOMERSET HospiTaL, Taunton.—Senior House Surgeon. 
Salary £250 per annum, with board, lodging, and lauudry. 

TiverToN HospiraL, Devon.—House Surgeon and Dispenser. 
£80 per annum and all found. 

VENTNOR, ISLE OF WiGHT, Royat Nationa HospiraL FoR Consump- 
TION AND DisEasSkS OF THE CHEST ON THE SEPARATE PRINCIPLE. 
— Assistant Resident Medical Officer, unmarried. Salary £150 per 
annum, with board, lodging, &c. 

WAKEFIELD, WrEsT Ripingc AsyLuM.—Locum Tenens or Assistant 
Medical Officer. Salary as arranged, with apartments, board, &c. 

WalLsatL anpd Districr HosprraL.—Assistant House Surgeon and 
Anesthetist. Salary £150 per annum, with board, residence, and 
laundry. 

WARRINGTON INFIRMARY AND DISPENSARY.—Junior House Surgeon. 
Salary at rate of £120 per annum, with board, apartments, and 
laundry. 

Wannmmoron, Lorp DERBy War Hospirat.—Chief Resident Physician 
and Resident Physician and Surgeon. 

West Ham and EastrERN GENERAL Hospital, Stratford, E.—House 
Physicians. Salary £120 and £100 per annum, with board, resi- 
dence, and washing. 

WHITEHAVEN AND WEST CUMBERLAND INFIRMARY. —House Surgeon. 
Salary £150 per annum, with board, lodging, and attendance. 

WOLVERHAMPTON AND STAFFORDSHIRE GENERAL HospitraL.—Resident 
Medical Officer and House Surgeon for six months. Salary at rate 
of £150 per annum. with board, rooms, and laundry. 

WorCESTER GENERAL INFIRMARY.—Resident Medical Officer. 
£150 per annum, with board, residence, and washing. 

WORCESTERSHIRE County CounciL Epucation ComMiTrer.—Female 
Temporary Assistant School Medical Officer. Salary £250 per 
annum, 

York Disprnsary.—Female Resident Medical Officer, unmarried. 
Salary £240 per annum, with board, lodging, and attendance. 


Salary 


Salary 


THE Chief Inspector of Factories, Home Office, London, S.W.., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Kirkwall, in the county of Orkney ; and at 
Cardenden, in the county of Fife. 


Births, Marriages, and Deaths, 


BIRTHS. 


BoisTeER.—On April 22nd, at Neville House, New-roai, the wife of 
Fleet-Surgeon Bolster, R.N., the Hospital Ship China, of a 
daughter. 

OweEN.—On April 24th, at St. Mary’s-mansions, W., the wife of Dr. 
Sydney A. Owen, of a son. 

SecretTan.—On April 24th, at Redlands-road, Reading, the wife of Dr. 
Bernard Secretan, of a son. 

Sropnir.—On April 25th, at Banbury-road, Oxford, the wife of William 
Stobie, M.B. Edin., of a daughter. 


MARRIAGES, 


ALcocK—RANNIK.—On April 26th, at St. Peter's, Belsize-park, London, 
N.W., Lieutenant Benjamin James Alcock, M.D., R.A.M.C., to 
Mary Donald, youngest daughter of the late Rev. John Rannie, 
M.A., of British Guiana, and Mrs. Rannie, of Belsize-park-gardens, 
London, N.W.* 

BaTrcHELOR—SMITH.—On April 22nd, at the Parish Church, East- 
bourne, T. Brewer Batchelor, Lieutenant (temp.) R.A.M.C., to 
Florence Hilda, widow of the late S. H. Smith. 

Raprorp—Scotr.—On April 23rd, at All Saints’ Church, Bombay, 
Edward Alan Radford, Indian Education Service, to Mary Cowper 
Scott, M.D., youngest daughter of the late Sir John Scott, 
K.C.M.G., D.C.L.. and of Lady Scott. 

Watson—SpricuHt.—On April 26tb, at the Cathedral Church of 
St. Nicholas, Newcastle-on-Tyne, Temporary Surgeon Walter 
Geoffrey Watson, R.N., to Elsie, fifth daughter of Mr. George 
Speight, Belmont, Perk View-road, Bradford, and of the late Mrs, 
Speight. 








DEATHS. 


Barvett.—On April 19th, in camp near Aldershot, Bertram Leeds 
Thomas Barnett, Captain 12th Division Train A.S.C., and Medical 
Officer of Health of the County of Ely. 

BRADFORD.—On April 22nd, at Bradford Peverell, Dorchester, Robert. 
Mark Bradford, Lieutenant-Colonel, R.A.M.C. (retired), aged 


68 years. 

Brown.—On April 24th, at Bournemouth, Tom Morison Brown, aged 
42 years. 

Dena Wednesday, April 21st, at 10, Southwick-street, Hyde 
Park, W., Edgar George Bulleid, Esq, M.D., President of the 
Harveian Society, aged 54, only son of the late Dr. Bulleid, of 
5, Connaught-street. : 

Burwnett.—On April 14th, killed in action, at Shaiba, Persia, Maurice 
Burnett, Captain, R.A.M.C. 

Epwakrps.—On April 23rd. at Tanybryn, Mold, North Wales, David 
Edwards, M.R.C.S., L.R.C.P , J.P., aged 62 years. 

STRaTFORD.—On April 20th, at Bourne End, of blood poisoning from 
a wound received while on active service as Surgeon, near Neuve 
Chapelle, Lieutenant Ernest Stratford, R.A.M.C., M.RC.S., 
L.RC.P., in his 39th year. 

SutTc.iiFF.—On March 12th, at Wittenberg, Germany, from typhus fever, 
Captain A. A. Sutcliff, R.A.M.C. 


N.B.—A fee of 58, is charged for the insertion of Notices of Births, 
tie Marriages, and Deaths. 
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Hotes, Short Comments, and Anstoers 
to Correspondents. 


ALCOHOLIC LIQUORS. 

THE orders issued by the King and Lord Kitchener 
have caused a large amount of comment in the 
press, both editorial and from organisations and societies, 
as well as from private individuals, and the Chancellor 
of the Exchequer has been inundated with a gigantic, 
but invited, correspondence on the subject of taking 
a special pledge of abstention from alcoholic liquors 
during the war. The question has many sides—the 
question of the preservation of the State, the preserva- 
tion of trade (including that of the licensed trade), 
the preservation of employment, the saving of life, 
the saving of time, the saving of money, and the 
preservation of the public health. Some maintain 
that if we abolished whisky during the war we 
should be falling into line with the ban on absinthe 
in France and on vodka in Russia. The claim is 
that raw spirits do most harm, especially in the 
north. This was the opinion of the renowned Dr. 
Benjamin Rush, whose articles on the use of spirits, 
yublished about 1785, are said to have caused the estab- 
“dishment in America of the first anti-spirit association 

~sor temperance society. The titles of his writings were: 
‘*An Inquiry into the Effects of Spirituous Liquors upon 
the Human Body, and Their Influence upon the Happi- 
ness of Society,” 11 pages, published at Philadelphia ; and 
**An Inguiry into the Effects of Ardent Spirits upon the 
Human Body and Mind, with an Account of the Means 

‘in Preventing and of the Remedies for Curing Them.” 
The sixth edition of this was published at New York by 
€. Davis in 1811, and there were subsequent editions at 
Boston. 


THE DEFINITION OF A CONSULTANT. 
To the Editor of THE LANCET. 

Str,—Can any of your readers give me a definition of 
a consultant? or a short résumé of the rules that are 
supposed to govern his conduct ? 

lam, Sir, yours faithfully, 

April 23rd, 1915. ENQUIRER. 
WOMEN AND THEIR WORK EXHIBITION. 
From May lst to 7th, at the Royal Horticultural Ha!l, 

Vincent-square, Westminster, an exhibitiom, organised 

by the Daily Express and under the patronage of Queen 

Alexandra, Princess Arthur of Connaught, and the Duchess 

of Teck, will be held with the object of showing what 

work women are doing, what occupations are open to 
them, and, incidentally, what work is unsuitable for women 

-AS @ permanent occupation. It is hoped, also, that ideas 

will be suggested enabling women to plan for themselves 

mew means of earning a livelihood. The scope of the 
exhibition will be so wide as to include the rough work 
of farming and the more delicate manipulation necessary 
in jewellery making. One exhibit will show a ward of the 

Middlesex Hospital, lectures will be given by Dr. Elizabeth 

Sloan Chesser, and invalid kitchens will be shown by 
‘Lady Muriel Paget. 


AN ANCIENT ROMAN MEDICAL MAGISTRATE, 


1n the Italian record of archwological discoveries for 
the year 1913 Signor A. Neomatini and Signor A. Auri- 
gemma publish an honorific inscription of the year 
A.D. 213, found near Beneventune, which restores to medical 
history the name of an ancient Roman physician who 
»ractised in that city. His name was L. Staius Manilianus, 
ut he retained also an additional cognomen, that of 
Acesius, from his grandparents. He was evidently greatly 
respected by his fellow citizens, for he held the municipal 
post of Pretor Cerealis iure dicendo quinquennalis, and pre- 
sented a sparsio to the populace in acknowledgement of 
the trust thus placed in him. 


A HANGING MATTER. 

A CorK correspondent calls our attention to the fact that in 
the press accounts of the hanging of the Egyptian assassin 
it is stated that the execution ‘‘ went off without a hitch”’ 
—truly, he says, a queer sort of hanging. 


URO-HEXOIDS. 

’ THE British Drug Houses, Limited, of 22-30, Graham-street, 
City-road, London, N., announce that their tablets 
formerly known as ‘‘ Urosolvene’’ are now to be designated 
as “ Uro-hexoids.” As was pointed out in an analytical 
record published in THE LANCET of Jan. 2nd, 1915, this is 

- @ combination of hexamine and lithium benzoate used as 
a uric acid solvent.and ‘urinary antiseptic. 


THE VALUE OF A UNIFORM. 

AT the Free Library of St. Martin-in-the-Fields, Trafalgar- 
square, notices have been posted outside the building 
saying that soldiers, sailors, and nurses in uniform can 
receive facilities and free stationery within on application 
to the attendant. The first offer should afford encourage- 
ment to ask for what is wanted, whatever it may be. We 
should like to see a similar attitude adopted in other 
public places. There are few facilities for writing in the 
ordinary refreshment-room, and a note written by soldier, 
sailor, or nurse to those at home would often be highly 
valued by relatives, and in some cases would assist the 
medical man to sustain those there who are ——— when 
left long without news of their relatives and friends in the 
services. The value of the uniform is being more and 
more shown as @ passe-partout. 


PHOTOMICROGRAPHY. 

UNDER this title Kodak, Limited, of Kingsway, London, 
W.C., have issued, at the price of 3d., the third edition 
of an illustrated pamphlet, forming one of a series, and 
intended princi salty for the use of beginners in photo- 
micrography. It discusses the apparatus required, ex- 
plains the method of illumination, the use of coloured 
filters, photographic procedure and development, and 
cognate matters in an expository rather than a scientific 
style. 


B. R.—The Coroners Act, 1887, Section 22, which prescribes 
the fees which a medical practitioner summoned as a 
witness at an inquest shall be entitled to receive, pro- 
vides that where an inquest is held on the body of a person 
who has died in a public hospital (or other institution 
specified) the medical officer whose duty it may have been to 
attend the deceased person asa medical officer of such insti- 
tution ‘‘ shall not be entitled to such fee or remuneration.” 
The Act makes no exception with regard to a post-mortem 
examination performed by order of the coroner, and, there- 
fore, if any fee is paid to the officer as above defined in 
respect of such examination and of the evidence based 
upon it, this must be through recognition by the coroner 
and of those who provide the fees of what is just and 
right, and not because the witness is entitled by the Act to 
claim payment. 


COMMUNICATIONS not noticed in eur present issue will 
receive attention in our next. 


Medical Diary for the ensuing THeek. 


SOCIETIES. 
ROYAL SOCIETY, Burlington House, London, W. 

Tuurspay.—Mr. G. W. Walker: Some Problems illustrating the 
Forms of Nebule.—Hon. R. J. Strutt: Observations on the 
Resonance Radiation of Sodium Vapour. —Hertha Ayrton: Local 
Differences of Pressure near an Obstacle in Oscillating Water 
(communicated by Lord Rayleigh, O.M.).—Mr. J. H. Brink- 
worth: Measurement of the Specific Heat of Steam at Atmo- 
spheric Pressure and 104'5° C., with a Preface by Prof. H. L. 
Callendar (communicated by Prof. H. L. Callendar).—Mr. C. F. 
Jenkin and Mr. D. Rk. Pye: Thermal Properties of Carbonic 
Acid at Low Temperatures. II. (communicated by Sir Alfred 
Ewing). 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TuESDAY. 
SECTION OF SURGERY: SUB-SECTION oF ORTHOP#DICS (Hon. 
Secretaries—A. S. Blundell Bankart, E. Rock Carling): at 
5 P.M. 


Annual General Meeting.—Election of Officers and Council for 
Session 1915-1916. 


Section oF ParHotoey (Hon. Secretaries—Gordon W. Goodhart, 
C. Price-Jones): at 8.30 P.M. 

Annual General Meeting.—Election of Officers and Council for 
Session 1915-1916. 

Dr. Charlton Bastian, F.R.S.: The Importance of Tyrosine as 
an Aid in the Demonstration of the Present Day de novo 
Origin of Living Organisms. 

Dr. Hingston Fox: Aneurysm of Left Ventricle. 

THURSDAY. 
SECTION OF OBSTETRICS AND Gyn 2£coLoGy (Hon. Secretaries— 
C. Hubert Roberts, Cuthbert Lockyer): at 8 p.m. 

Annual General Meeting.—Election of Officers and Council for 

Session 1915-1916. 
Specimens : 

Dr. J. Bright Banister: (1) Twisted 
Twisted Ovarian Cyst; (2) Pl tal 
Head. 

Dr. T. G. Stevens: Case of Rhabdo-myoma of the Vulva. 

Mr. W. Gilliatt : Viscera from Fatal Case of Eclampsia. 

Dr. O. EB. Purstow: Tubal y showing Fetus under- 
going Dissolution. 








Omentum Simulating 
Attach t to Foetal 























BOBeo4~ ORO Prem 


n, 


nd 
to- 
X- 
ed 
nd 
fic 


JeS 


ro- 
son 
ion 
1 to 
sti- 
n. 
em 
2re- 
| in 
sed 
ner 
and 
t to 


will 


k. 


gy the 
n the 
Local 
Water 
Brink- 
Atmo- 
H. L. 
.C.F. 
rbonic 
Alfred 


(Hon. 
ig): at 


acil for 
odhart, 
ncil for 


ysine as 
de nove 


ttaries— 
uncil for 


nulating 
0 Foetal 


a. 


s under- 














THE LANCET, ] 


MEDIGAL DIARY. —EDITORIAL. NOTICES.—_MANAGER’S NOTICES. 


{Max 1, 1915 947° 








Short Communications : 
Mr. Douglas Drew: Complete Inversion of the Vagina after 
Hysterectomy (12 years) associated with Vesica) Calculus. 
P. “ cr cnees axwell: Diphtheritic Stenosis of the 
agina. 
Dr. W. Blair Bell: Infundibulin in Primary Uterine Inertia 
and in the Induction of Labour. 
Papers : 
Dr. W. Blair Bell: So-called True Hermaphroditism. 
Dr. T, G. Stevens; Adenomyoma of the Recto-Vaginal Septum. 
FPripay. 
SEcTion or Larynaouoey (Hon. Secretaries—Cecil I. Graham, 
W. D. Harmer): at 5 p.m. 


Annual General Meeting.—Election of Officers and Council for 
Session 1915-1916. 

In addition to the usual cases and specimens there will be a 

Special Exhibition of War Injuries and Neuroses which have 

come under the care of various Members of the Section at 4 p.m, 


ROYAL SOCIETY OF ARTS, John-street, Adelphi, W.C. 
MonpDay.—8 p.m., Cantor Lecture :—Dr. D. Sommerville ; Foodstuffs. 
(Lecture I1.) 
WeEDNEsDAY.—8 P.M., Dr. A. V. Harcourt: On the Measurement 


of the Efficiency of Domestic Fires, and on a Simple and 
Smokeless Grate. 


WEST LONDON MEDICO-CHIRURGICAL SOCIETY, Society's 
Rooms, West London Hospital, Hammersmith-road, W. 
Fripay.—8.30 P.M., Meeting. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
—s COLLEGE, West London Hospital, Hammersmith- 


Monpay.—10 a.M., Dr. Simson : Diseases of Women. 2 P.M., Medical 
and Surgical Clinics. X Rays. Mr. D. Armour: Operations. 
Dr. Pritchard: Bacterial Therapy Department. Mr. B. Harman 
and Mr. Gibb: Diseases of the Eye. 

TuxEsDAY.—2 pP.M., Medical and Surgical Clinics. K Rays. Mr. 
Baldwin: Operations. Dr. Davis: Diseases of the Throat, Nose, 
and Har. Dr. Pernet: Diseases of the Skin, 

Werpnespay.—10 a.m., Dr. Saunders: Diseases of Children. Dr. 
Davis : Operations of the Throat, Nose,and Ear. 2 P.M., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Simson: Diseases of Women. Mr. Gibb: Diseases of the Eye. 

THURsDAY.—9 a.M., Dr. Bernstein: Bacterial Therapy Department. 
2 pP.M., Medicaland Surgical Clinics. X Rays. Mr. D. Armour: 
Operations. Mr. B. Harman: Diseases of the Eye. 

Fariay.—10 a.M., Dr. Simson: Gynecological Operations. 2P.M., 
Medical and net ome Clinics. X Rays. Mr. Baldwin: Opera- 
tions. Dr. Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

SaTurDAay.—104.M., Dr. Saunders: Diseases of Children. Dr. Davis: 
Operations of the Throat, Nose, and Har. Mr. B. Harman: 
Eye Operations. 2P.m., Medical and Surgical Clinics, X Rays. 
Mr. Pardoe: Operations. 


THE THROAT HOSPITAL, Golden-square, W. 
Monpay.—5.15 p.M., Special Demonstration of Selected Cases. 
THuRsDAY.—0.15 p.m. Clinical Lecture. 
ROYAL INSTITUTION OF GREAT BRITAIN, Albemarle-street 
Piccadilly, W. 


TuEspay.—3 p.M., Prof. C. S. Sherrington: The Animal Spirits. 
(Lecture I.) 


For further particulars of the oo Lectures, &c., see Advertisement 
ges. 








EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of THE LANCET should be addressed 
exclusively “TO THE Epiror,” and not in any case to any 
gentleman who may be supposed to be connected with the 


Editorial staff. It is urgently necessary that attention should 
be given to this notice. 


It is especially requested that early intelligence of local events 
having a medical interest, or which it is desirable to bring 
wnder the notice of the profession, may be sent direct to 
this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, AND WHEN ACCOMPANIED 
BY BLOCKS IT IS REQUESTED THAT THE NAME OF THE 
AUTHOR, AND IF POSSIBLE OF THE ARTICLE, SHOULD 
BE WRITTEN ON THH BLOCES TO FACILITATE IDENTI- 
FICATION. 

Letters, whether intended for insertion or for private informa- 
tion, must be awthenticated by the names and addresses of 
their writers—not necessarily tor publication, 

We cannot presoribe or recommend practitioners. 








Local papers containing reports or news paragraphs should be 
marked and addressed ‘‘ To the Sub- Editor.” 

Letters relating to the publication, sale, and advertising: 
departments of THE LANCET should be addressed ‘‘ To the 
Manager.” 

We cannot undertake to return MSS. not used, 


MANAGER'S NOTICES. 


: TO SUBSCRIBERS. 

WILL Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of THE LANCET at 
their Offices, 423, Strand, London, W.C., are dealt with by: 
them? Subscriptions paid to London or to local newsagents- 
(with none of whom have the Proprietors any connexion what- 
ever) do not reach THE LANCET Offices, and consequently 
inquiries concerning missing copies, &c., should be sent to 
the Agent to whom the subscription is paid, and not to 
THE LANCET Offices. 

Subscribers, by sending their subscriptions direct to 
THE LANCET Offices, will ensure regularity in the despatch. 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

THE COLONIAL AND FOREIGN EDITION (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. 

The rates of subscriptions, post free from THz LANCET 
Offices, have been reduced, and are now as follows :— 

For THE UniTep Kinepom,. 

One Year. w+ wl 1 0 


To THE COLONIES AND ABROAD. 
One Year ws ws £1 5 0 
Six Months... .. «. 012 6 Six Months ... .. «. 014 0 
Three Months .. . 0 6 6 Three Months ... .. 0 7 0 


(The rate for the United Kingdom will apply also to 
Medical Subordinates in India whose rates of pay, including 
allowances, is less than Rs,50 per month.) 

Subscriptions (which may commence at any time) are 

yable in advance. Cheques and Post Office Orders (crossed- 
‘*London County and Westminster Bank, Covent Garden 
Branch”) should be made payable to the Manager, 
Mr. CHARLES Goop, THE Lanozr Offices, 423, Strand, 
London, W.O. 





TO COLONIAL AND FOREIGN SUBSCRIBEBS. 

SUBSCRIBERS ABROAD ARE PARTICULARLY REQUESTED- 
TO NOTE THE RATES OF SUBSCRIPTIONS GIVEN ABOVE. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the above rates, whatever be 
the weight of any of the copies so supplied. 





SoLE AGENTS FOR AMERICA—MzEssRS. WILLIAM Woop 
AND Co., 51, Fifth Avenue, New York, U.S.A. 








METEOROLOGICAL READINGS. 
(Taken daily at 8.30 a.m. by Steward’s Instruments.) 
Tue Lancer Office, April 28th, 1915. 





|Barometer| Direc- | Solar | Maxi- | , | 
lreduced to} tion |Rain-- Radio|) mum Min. | Wet Dey 

Date. | ‘sea Lev of | fall. | in | Temp.)Temp. Bulb. Bulb. | 
and 32° F.| Wind. | |Va hade.| | | 


Remarks. 


& 





cud. | 8! 











— ——_ 





April22|} 30°150 |N.W.!0°03| 90 | 55 | 43 | 41 | 47 | Fine 
: 23| 30166 | N. (Dr | 83 | 52 | 44 | 43 | 46 | Cloudy 
» 24) 30144 |N.B.| ... | 97 | 54 | 38 | 42 | 44 | Cloudy 
” 25 | 30°030 | W & | Sl | 47 | 41 | 40 | 43, Raining 
*, 26| 30254 |N.E.| ... | 90 | 59 | 41°| 46 | 47 | Overcast 
. 27| 30216 |N.E.| ... | 103 | 59 | 43 | 44 | 45 | Overcast 
» 28) 30°244 NE. | . | 110 | 69 | 4 | 49 | 54 | Fine 








The following magazines, journals, &c., have been received :— 
Birmingham Medical Review, British Journal of Dermatology, 
American Journal of Rentgenology, Cornell University Medical 
Bulletin, Homeopathic Recorder, American Journal of Orthopedic 
Surgery, Tropical Medicine and Hygiene, Pacific Medical Journal, 
Psychoanalytic Review, Medical Review of Reviews, Bristol Medico- 
Chirurgical Journal, Revue @’Hygiéne, St. Mary’s Hospital Gazette, 
Mercy and Truth, Annali di Medicina Navale ¢ Coloniale, Malaria e 
Malattie dei Paesi Caldi, &c. 
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Communications, Letters, &c., have been 
received from— 
L.—Mr. 


A.—Messrs. Allen and Hanbu 
Lond.; Akademiska Bokhande 
Helsingfors ; A. C.; euaee. 
Adlard and ‘Son, Lond.; Messrs. 


Arnold and Sons, Lond.; Dr. 
Henry J. Alford, Taunton. 
B.—Mr. E. L. Baillieu, Lond.; 


Mr. T. F. Burton, Lond.; Bootle 
Borough as"> Secretary of ; 
r Be T. Bull, Norwich ; 
Messrs. , BA... Wellcome 
and Co., Lond.; Bolton Infirmary 
and Dispensary, Secre of ; 
Messrs. Bailey and Son, nd.; 
Messrs. Blackie and Son, Lond.; 
Messrs. C. Birchall, Liverpool ; 
Dr. M. M. Burgess, Lond.; Bristol 
Lunatic Asylum, Clerk to the; 
Miss B. F. Board, Almora ; Messrs. 
W. Baker and Co., 
Blinded Soldiers’ and Sailors’ 
Hostel, Lond., Chairman of; 
Dr. F. E. Batten, Lond; Board 
of Agriculture and Fisheries, 
Lond; Dr. Bateman, Lond.; 
Mr. T. Bates, jun., Worcester ; 
Messrs. Butterworth and Co., 
Lond.; Belgian Soldiers’ Fund, 
-~ Lond., Secretary of ; Bombay 
a Sanitary inalalion, Bombay. 


C.—Dr. C. F. Coxwell, Lond.; 
Cafolin Co., Lond.; City Hospital, 
Little Bromwich, Clerk to the; 
Professor Castelli, 
Mr. W. J. 


a 


negro; Mr. G. Canti, Lond.; 


Dr. J. M. Christie, New Malden; | 


Dr. J. 
burgh; 
Hospital, 
the; 
for Diseases of the Chest; 
Archibald L. Clarke, Lond. 


D.—Messrs. W. Dawson and Sons, 
Lond.; Derby Children’s Hospital, 
Secretary of ; 
son and Co., Hemel Hempstead ; 
Messrs. Dunvilleand Co., Belfast ; 
Mr. Percy Dunn, Lond.; Messrs. 
A. Driver and Sons, Chelms- 


Edin- 
Mental 


Matheson Cullen, 
Cardiff City 


Mr. 


ford; Lord Derby War Hos- | 
pital, Warrington, Clerk to the; 
Mr. Jobn unlop; Mr. H 


Dickinson, Lond. 


E.—Ecclesall Bierlow Guardians, | 
Sheffield, Clerk to the. 
F.—Dr. C. Fraser, Lond.; Dr. 


Henry Fraser, Kuala Lumpur; 
Dr. William Fletcher, Leicester ; 3 
Messrs. Fannin and Co., Dublin ; 
Major Finch, R.A.M.C., France; 
Viscountess Falmouth, Lond.; 
Messrs. Fletcher, Fletcher, and 


Co., Lond.; Mr. A. G. R. Fouler- 
ton, Lewes; Factories, Chief 
Inspector of, Lond. 

G@.—Mr. B. N. Ghosh, Lond.; 
Dr. A, Par H. Gray, Lond.; 
Mr. H. Gauvain, Alton; The 
Glenn hs Garwick ; rs. 
Green, eres yt. A. 
Graham, Lond.; Mr. A. M. 
Goode, Lond.; Mr. R. EH cei 
Clifton; Gravesend Hospital, 
Secre of; General Medical 
Council, Lond., Acting Regis- 
trar of, 


H.—Mr. Charles Higgens, Lond.; 
Mr. A. E. Holmes, ‘Manchester; 
aor W. T. Henderson, 

-, Canterbury; Messrs. 
es pen and Son, Lond.; 
Messrs, Hiltonand es Calcutta; 
- ae. © Hough, 
Hloseason, = Co., « Manchester; 
arrogate Infirmary, retary 
of; Mr. Walter Hurst, Glasgow ; ; 
Dr. ©. 0. Hawthorne, Lond. 
Professor Marcus ee Cork : 
ta el R. ewlett, 
nd, 


J.—Dr. F. Wood Jones, 
Mr. J. S. Johnscn, 
derry. 


Lond.; 
London- 





| 


Oxford ; | 





Bologna; | 
Chidley, Lond.; Dr. | 
Frank G. Clemow, Plevlié, Monte- | 


Whitchurch, Clerk to | 
City of London Hospital | 


Messrs. J. Dickin- | 


M.—Dr. 


Liverpool; Mr. Rainsford, 
Lond.; Dr. J. D. Rolleston, 
Lond.; Dr. R. J. Rowlette, 
Dublin. . 
|$.—Dr. Agnes Savill, Asniéres; 


N.—North Lonsdale Hospital, Bar- 


H. K. Lewis, Lond.; 
Lochgoilhead and Kilmorich 
Parish Council, Inspector of; 
Lieutenant F. W. Last, Wrotham; 
Local Government Board, Lond., 
Secretary of; Mr. J. E. e, 
Lond.; Dr. R. Bruce Low, Lond.; 
Dr. C. B. Lea, Manchester; 
Dr. Frederick Langmead, Lond.; 
Liverpool Guardians, Clerk to 
the; Local Government Board, 
Edinburgh. 


K. Maguire, Dublin; 
Miss M. C. Macdonogh, Lond.; 
M.A.; Lieutenant I. C. Maclean, 
R.A.M.C., France; Dr. J. N. 
Matthews, Dromore; Maltine 
Manufacturing Co., eres Mr. 
K. C. Mandana, Lond.; Messrs. 
Macmillan and Co., Lond.; 
Mr. W. Muir, Sanday; Mr. R. z 
May, Swords; Mr. M. Morri- 
son, Lond.; Dr. Otto May, Lond.; 
Mr. G. Mayall, Bolton ; ‘Messrs. 
J. T. Mitchell and Co., Lond.; 
Mr. J. McDonagh, Lond.; Mr. 
C. Devereux arshall, Lond.; 
Dr. Reginald Morton, Lond.; 
Lieutenant C. Jerome Mercier, 
R.A.M.C.; Manchester Clerical, 
&c., Association; Dr. A. C. N. 
McHattie, Lond. 


row-in-Furness, Secre of; 
Messrs. Neyroud and ons, 
Lond.; North-East London Clini- 
cal Society, Hon. Secretaries of ; 
Dr. A. RK. Neligan, Tehran; 
North Staffordshire Infirmary, 


Stoke-on-Trent, Secretary of; 
Dr. David Newman, Glasgow ; 
Professor G. H. Nuttall, 


Cambridge ; National Insurance 
Gazette, Lond. 


0.—Mr. Edmund Owen, Lond.; 
Ospedale Maggiore di Cremona; 
Dr. P. O'Brien, Bradford; 
Lieutenant-Colonel Josiah Old: 
field, Peterborough. 


P.—Dr. L. H. Pegler, Lond.; 
Pearson’s Antiseptic Co., Lond.; 
Price’s Patent Candle Co., Lond.; 
Lieutenant J. Picton ; Dr. J. H. 
Philpot, Lond.; R. Douglas 

Bart., Lond.; Mr. H. M. 

Page, Lond; Dr. W. G. Parker, 

Weston-super-Mare. 


| R.—Mrs. Rea, Windermere; Major 
L. Reynolds, I.M.S., Southamp- 
ton; Mr. B. Rai, "Hartlepool ; 
Royal Society of Arts, Lond.; 
Royal Sanitary Institute, Lond.; 
Royal Medical Benevolent Fund, 
Lond., Secretary of; Royal 
Academy of Medicine in Ireland, 
Dublin; Royal Berkshire Hos: 
ital, Reading, Secretary of; 
r. F.E. Rainsford, Palmerstown ; 
Dr. J.J. Robertson, Portpatrick; 
Royal Mail Steam Packet Co., 
Lond., Secretary of; Royal 
Halifax Infirmary, Secretary of ; 
~—— Syndicate, Lond.; Mr. 
R. C. Roberts, Harrow; Royal 
United Hospital, Bath, Secretary 
of ; Randall’s Advertising Agency, 


Société Européenne de Publicité, 
Paris; Sheffield Corporation, 
Medical Officer of Health to the; 
Messrs. Smith, Elder, and 
Co., Lond.; Somerset County 
Council, Weston - super - Mare, 
Medical Officer of Heaith to the ; 
Dr. H. Sreligowski, Castro; 
Mr. J. D. Staple, Bristol ; Messrs. 
Saward, er, and Co., Lond.; 
Messrs. G. Street and Co., Lond.; 

St. Mary’s Hospital for ‘Women 
and Children, Plaistow, Secre- 


tary of; St. Bartholomew's Hos- 
ital, Lond., Clerk of; Mr. 
rnest H. Shaw, Lond.; Sir 


women’s Publishing Society, 
nburgh. 
T.—Mr. J. Thin, 


Edinburgh; 
Tiverton Hospital, Hon. Secre- 


tary of; Taunton and Gomerset 
Hosp’ ital, Secre of; Major 
H. Neville Taylor, R.A. M.C. (T.); 


Therapeutic Review, St. Louis. 
V.—Mr. W. F. Vickers, Leeds. 


W.—Mr. I. St. George Whitty, 
Blagdon ; Captain Gordon Ward, 
R.A.M.C., Eastbourne; Dr. E. W. 
Wood- Mason, Leamington : Lieu- 
tenant-Colonel J. H. Tull Walsh, 
I.M.S., Brighton; Walsall and 
District Hospital, Secretary of ; 
Worcestershire Newspapers and 


Letters, each with 


A—Mr. P. C. Atkins, Lond.; 
Ardath, ‘Tobacco Co., Lond.; 
A. D. W.; Mr. E. Arnold, Lond.; 
Miss ‘Amies, Canterbury. 


B.—Mr.W. B. Brownlie, Blackburn; 
Surgeon-General G. Bainbridge, 
Parkstone; Birmingham City 
Mental Hospital, Clerk to the; 
Lieutenant G. A. _ Bridge, 

.A.M.C., France; Breconsbire 
Education Committee, Brecon, 
Clerk to the; Captain Bissell, 


Selsey; Messrs. Bishop, Lond.; 
Mr. J. H. Bartlett, Brixham; 
Bishopstone House, Bedford ; 


Bristol University, Registrar of ; 
Barnsley Hall Asylum, Broms- 


Balfour, Rochester, U.S.A.; 


R. L. Barwick, R.A.M.C., Nor- 
wich; Barnwood House Hos- 
pital, Gloucester, Clerk to the; 
Dr. T. F. 
Bristol Education Committee, 
Clerk to the. 


J. Crow, Largs; " 
Cassidy, Calais; Lieutenant L. T. 
Challenor, R. A.M.C 
Dr. A. Charpentier, 
Cheshire County Asylum, 


General Hospital Secretary of ; 
Messrs. Condy and Mitchell, 


Lond.; Dr. Cooke, Walsall; 
Dr. E. Collins, Saw bridge- 
worth. 


of; Dorset County Hospital, 
Chemical 
Lond.; Devon and 
Sanatorium, Didw orthy ; Messrs. 
F. Davidson and Co., Lond.; 
Dr. P. W. Diack, Lond.; Messrs. 
Duncan, Flockhart, 
Edinburgh. 


Secretary of; 


F.—Dr. W. M. Fletcher, 
Mr. G. Foy, Dublin; Mr. 
Frazer, Lond. 


Lond., Secretary of; 
Grantham and Co., 


tising Agency, Lond. 


Messrs. T. Holland and 0 
Messrs. Hogg and Son, nd. 
Dr. J. O. Hollick, Knowles; 
Dr. L. Hamilton, Lond.; Messrs. 
Hoo 


Mr. E. Hughes, Liverpool. 





George Savage, Lond.; The Scots- 








H.—Dr. R. H. Henderson, Glasgow ; 


General Printing Co., Worcester ; 
Wolverhampton and Stafford: 
shire General Hospital, House 
Governor of ; Messrs. J. Wright 
and Sons, ue West End 
ferees fo mey, Lond.; 
M Worth, Boulogne: 
Mr. C. Hagberg Wright, Lond.; 
Dr. Frank G. Wallace, Lond.; 
Mr. Cuthbert Wallace, Lond.; 
me. G&G & &. ilson, Lona:: 
Dr. J. Sim Wallace, Lond.; 
Mr. Guy Wyatt, Cheitenham ; 
West London Hospital Post: 
Graduate College; Women's 
Social and Political Union, 
Lond. 





grove, Clerk to the; Dr. D. ~ | 
D. Bower, Bedford; Llestment 


Bamford, Manchester ; | 


a gg E. Cureton, Shrewsbury ; 
M. A. 


France ; 
Uxbridge ; 
ac- 
clesfield, Clerk to the; Croydon 


D.—Dumfries and Galloway Royal 
Infirmary, Dumfries, Secretary 


Dorchester, Clerk to the; Denver 
Manufacturing Co., 
Cornwall 


and Co., 
E.—-East Sussex “pa , Hastings, | 
te 
G.—General Life Assurance Co., 


Messrs. 
Reading ; 


Grosvenor Printing and Adver- 


Lond.; Mr. D. F. Hegarty, Cork; 


7 
r. Struve, and Co., Lond.; 


J.—J. M. A.; Mr. Lewis Jones, 


‘¥.—Dr. Meredith Young, Chester. 


enclosure, are also 


acknowledged from— 


Leeds General Infirmary, Trea- 
surer to the; Mrs. Longton, 
Stockport ; Mr. Lindsey-Birchall, 
Scorrier ; Messrs. Lee and Night- 
ingale, a Dr. J. C. G. 
Ledingbam, Lond.; Messrs. PE. 
and §. Livingstone, Edinburgh. 


M.—Mr. EK. Mulligan. Swinford; 
Mr. R. Macdonald, Tobermory ; 
Messrs. R. and A. Main, Lond.; 
Dr. R. Munro, Alness; Messrs. 

| Maclehose and Sons, Glasgow ; 
Dr. R. A. Macneill, Surbiton; 
Mr. L. S. Machado, Tuticorin; 

| Dr. M. B. Murphy, Mansfield; 

‘Manchester Corporation, Trea- 

surer to the; Mendip Hills 

Sanatorium, Wells, Secretary of ; 

Messrs. F. Mundy, Gilbert, and 

Co., Birmingham ; Milton Adver- 

| tising Agency, Lond. 


| N.—Newcastle - upon - T 
dians, Clerk to the; 
Lond. 





“ Guar- 
. Neal, 


ren D. O'Sullivan, Kinsale; 
J. B. O'Donoghue, Chew Magna; 
Mr. A. V. Oakley, Brighton; 
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